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ABSTRACT
Tobacco Use, Number of Serious Smoking Cessation Attempts, and Interest in Lung
Screening in a Sample of Adult Muslims in the United States

Omar F. S. Attarabeen
Muslims in the United States (US) exhibit higher rates of tobacco use in comparison with
rest of the US population. As a result, US Muslims might be at a higher risk for negative health
consequences of tobacco use such as lung cancer. Investigating factors that are associated with
tobacco use, number of smoking cessation attempts, and interest in lung screening in adult US
Muslims can facilitate future efforts aimed at improving health outcomes, essentially through
reducing tobacco use rates and promoting preventive lung screening in this population.
Therefore, the current dissertation aimed to investigate the association of Social Cognitive
Theory factors with 1) tobacco use, 2) number of serious smoking cessation attempts, and 3)
interest in lung screening in a sample of adult Muslims in the US.
Data were collected from November 2016 through March 2017 from a convenience
sample of adult (≥ 18 years) US Muslims. The study included a cross-sectional online survey.
Participants with a personal history of lung cancer were excluded. Associations between Social
Cognitive Theory factors and tobacco use, number of serious smoking cessation attempts as well
as interest in lung screening were investigated with univariate analyses followed by regression
analyses.
For aim 1, eligible participants (n=271) from 30 states completed the survey; 52.8%
reported current tobacco use. In terms of personal factors, individuals were less likely to report
current tobacco use if they 1) perceived more personal consequences for tobacco use on health,
and 2) reported greater confidence regarding ability to abstain from tobacco use. In terms of
environmental factors, individuals whose family members did not use tobacco were less likely to
report current tobacco use. Interaction between sex and attitudes indicated that among
individuals with negative views about tobacco use, women were less likely to report current use
compared to men.
For aim 2, eligible participants (n=132) from 23 states completed the survey; 47.0%
seriously attempted to quit smoking at least once over the past 12 months, half of which reported
attempting to quit without any assistance. Smokers reported more serious smoking cessation
attempts if they 1) had more knowledge about the consequences of smoking cessation, 2) had
more positive attitude regarding quitting, and 3) reported greater religiosity. Additionally,
smokers reported fewer serious smoking cessation attempts if they 1) were employed, 2)
affiliated with Sunnah sect, 3) reported better self-assessed health, 4) reported higher perceived
value for quitting, and 5) indicated that using tobacco was not allowed inside the home.
For aim 3, eligible participants (n=271) from 30 states completed the survey; 59.9%
expressed an interest in being screened for lung cancer. Individuals were more likely to express
an interest in lung cancer screening if they had 1) more positive views about lung screening, 2)
higher perceived value of screening, and 3) greater self-efficacy with regard to ability to undergo
lung screening.

Personal views and confidence in one’s ability to take an action can be essential factors in
tobacco use-related behavior and interest in lung screening among US Muslims. Additionally,
religiosity can play an influential role in promoting tobacco cessation in US Muslim smokers.
Overall, this dissertation can be a seminal work for future interventions aimed at reducing
tobacco use and its health burden, especially lung cancer, in this unique segment of the US
population.
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Chapter 1
Introduction
Background
Over 1.1 billion individuals use tobacco products globally,1,2 and 50% are expected to die
prematurely from its use.3,4 Tobacco use is the leading cause of preventable death and illness
nationally and globally.5,6 In the United States (US), tobacco use is associated with more than
480,000 premature deaths annually;7 that is 1 in every 5 deaths in the US.5 This makes tobacco
use the leading cause of preventable death in the US.5 Efforts to curb cigarette smoking have
been partially successful in the US as the number of former smokers has now exceeded the
number of current smokers.5 However, the use of other tobacco products, such as e-cigarettes,
cigars, and water-pipes (also known as hookahs or shishas) has been increasing.8-10 In sum,
tobacco use continues to be a major cause of premature death and preventable illness in the US.
Tobacco use causes several life threatening cardiovascular and respiratory diseases,5,11-21
which substantially reduce life expectancy and health related quality of life.22 For example,
tobacco is associated with chronic obstructive pulmonary disease,23 asthma,24 stroke,25
cardiovascular disease,26 autoimmune disorders,27 cancer,28 and other diseases.5 In particular,
lung cancer is a major negative health consequence of tobacco use.5,29 According to the
American Cancer Society, 222,500 newly diagnosed cases and 155,870 deaths will be attributed
to lung cancer in 2017.30 This makes lung cancer the second most commonly diagnosed cancer
and the leading cause of cancer-related death in the US.31 Compared with those who never
smoked, current smokers are 25 times as likely to die due to lung cancer.29 Therefore, tobacco
use continues to be a significant health problem in the US. This is especially true among certain
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minorities, which exhibit elevated rates of tobacco use, such as Muslims.32,33 Therefore, US
Muslims might be subject to negative health consequences due to higher rates of tobacco use
compared to the rest of the US population.32,33
Quitting smoking is associated with major health benefits and gradual recuperation of
health.34-37 For example, quitting smoking is likely to be associated with improved respiratory
function, decreased chances of developing cancer (especially lung cancer),34,38,39 and reduced
incidence of cardiovascular diseases.34,37,39,40 The chances and extent of health betterment are
dependent on smoking history (e.g., duration, intensity), age when quitting smoking, sex, time
span after smoking cessation, and other factors.41 However, quitting smoking is associated with
temporary physical and mental changes, known as withdrawal symptoms, such as depression,
irritability or impatience, impaired concentration, restlessness, fatigue or lack of energy, weight
gain/fear of weight gain, drowsiness, and headache.42-46 The fear of having these symptoms may
reduce smokers’ confidence about their ability to quit smoking, and therefore, discourage them
from attempting to quit smoking.47 In sum, quitting smoking is associated with some withdrawal
symptoms that are outweighed by the important, but gradual, improvement in health status and
reduced morbidity and mortality associated with not smoking.
The readiness to quit smoking and the prevalence of tobacco use are variable depending
on certain demographic factors.48-51 For example, rates of tobacco use are elevated among
Muslims globally 52 and in the US.32,33 The Muslim population, with its high fertility rate and
increased immigration, is one of the fastest growing populations in the US.53 In sum, US
Muslims’ health-related behavior related to tobacco use is becoming more salient and may
influence the health of the general population of the US at an increasing rate.

2

The Muslim population in the US ranges between three to seven million people.54-56
During the last few decades, immigration from predominantly-Muslim countries to the US has
increased due to political instability in source countries 57 as well as the Immigration and
Nationality Act of 1965,58 which terminated the quota system, allowing the number of Muslim
immigrants to increase.59 However, recent political changes in 2017 in the US have brought
certain restrictions on immigration from several Muslim majority countries.60 Even though some
of these restrictions were overturned by the judicial branch, the impact of these changes on the
Muslim population in the US is not yet understood.
The majority (63%) of Muslims in the US are foreign-born.61 Thus, the prevalence of
tobacco use among them may be highly correlated with prevalence in their countries of origin.
Although the smoking rate in the US has declined over the past few years, smoking rates are
growing in other parts of the world, such as predominantly Muslim countries.3,11,52,62 Further, if
tobacco use is highly prevalent in their source countries, individuals who immigrate to the US
might be more likely to be tobacco users, which may exacerbate the tobacco epidemic in the US.
For example, 119,427 Pakistani immigrants have arrived in the US between 2000 and 2010 63
from a country where 6.4% of women and 44.6% of men use tobacco.64 In a sample of adult
New York Muslims, low rates (13%) of cigarette smoking was associated with high rates of
using other tobacco products. For example, 22% of them use water-pipes, whereas 3% chew
tobacco products such as pan or gutka.33 It is noteworthy that nearly two-thirds (68%) of that NY
Muslim sample was foreign-born. In conclusion, general rates of tobacco use are elevated among
Muslim communities globally 52 and in the US.32,33 Despite the elevated rates of tobacco use
among US Muslims,32,33 only few research studies examined the association between cognitive
and environmental factors and tobacco use, number of serious smoking cessation attempts, as
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well as interest in lung screening in adult US Muslims. These and other relevant studies are listed
below under heading: “Factors that Influence the Outcomes of Interest”. However, few studies
have utilized a comprehensive theoretical framework such as Social Cognitive Theory (SCT) to
investigate the association between the above-mentioned outcomes of interest and cognitive as
well as environmental factors, particularly in the US Muslim population.

Types of Tobacco Products
Tobacco products are available in several forms, flavors, and commercial products.65
These products are available with varying degrees of nicotine content, geographical distribution,
and health effects.5,66 The most common type is cigarettes,51 which is composed from shredded
and dried tobacco leaves that are rolled into cylinders. Water-pipes are another form of smoked
tobacco that is common in Middle East and South Asia. When using a water-pipe, smoke is
inhaled from a hose after it passes through a water chamber. Therefore, some smokers
mistakenly think that harmful ingredients are filtered out.67-69 However, it is estimated that every
session of using a water-pipe (20-80 minutes) is equivalent to smoking at least 100 cigarettes.70
Bidis and Kreteks are types of smoked tobacco that are common in South and Southeast
Asian countries.71-73 They usually come with different flavors such as chocolate, cherry, or
cloves. Cigars, Cigarillos, and Little Cigars are composed from fermented tobacco. They are
often made without filters in order for smokers to have the full taste and smell associated with
the flavor.74 Available data (2000 – 2011) indicates that cigar use in the US more than doubled
9,74

and that currently 7.3% of U.S. adults smoke cigars.75
Electronic cigarettes (e-cigarettes) are nicotine delivery systems. Refillable – or

replaceable – cartridges deliver a controlled amount of flavored nicotine. E-cigarettes were
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advertised as a “green” alternative to cigarettes.76 However, the US Food and Drug
Administration (FDA) has found that e-cigarettes contain many toxic and carcinogenic
materials.77 Finally, Snus and Ghutka are smokeless tobacco products. They are available as dry
or moist products that are shredded or finely ground. They can be chewed, inhaled into the nose,
or placed to dissolve inside the cheek.
Definitions and Health Care Recommendations
Tobacco use falls into three categories: 1) never users, 2) former users, and 3) current
users. According to the National Center for Health Statistics,78 a “never smoker” is an individual
who either never smoked or who smoked less than 100 cigarettes in their lifetime. A “former
smoker” is an individual who smoked at least 100 cigarettes in their lifetime but who had quit
smoking. A “current smoker” is an individual who has smoked 100 cigarettes in their lifetime
and who currently smokes cigarettes. With regard to other forms of tobacco, “never user” is an
individual who has never used any tobacco products. A “former user” is an individual who has
used a tobacco product in the past, but not during the past 30 days. Finally, a “current tobacco
user” is an individual who used tobacco products anytime over the past 30 days.79 5
The US Preventive Services Task Force (USPSTF) and the Community Preventive
Services Task Force (CPSTF) recommend that health care providers and clinicians encourage
current tobacco users to quit, assess their readiness to quit, provide assistance (e.g.,
pharmacotherapy and behavioral counseling), and arrange for follow-up and future support.80,81
Additionally, the USPSTF recommends annual lung screening among some current smokers and
former smokers in order to help lessen some of the consequences of tobacco use.82 Lung
screening can reduce mortality associated with lung disease.83 Tobacco users may be eligible for
lung screening based on their tobacco use history, age, health status, and other logistical
5

factors.82 Finally, tobacco use and pursuit of lung cancer may associate with certain cognitive,
environmental, and demographic factors. An overview of factors that have been identified in the
literature are introduced in the sections below.
Factors that Influence the Outcomes of Interest
Tobacco Use. Certain demographic, cognitive, and environmental factors may influence
individuals’ decision to be tobacco users. For example, individuals were more likely to use
tobacco products if they lived in a rural area,84 were aged between 25 and 44,50,85,86 and had
lower socioeconomic status.50,85-90 Additionally, men and women can have different attitudes
regarding tobacco use.91 For example, men’s views about tobacco use were influenced by prices
of tobacco products whereas women’s views about tobacco use were more influenced by body
image such as body weight.92
In terms of cognitive factors, individuals were more likely to use tobacco products if they
thought that tobacco use was not harmful,93-96 if they thought that the negative consequences
would not affect them,97,98 if they thought that the consequences were not important to them,94,99
if they had positive attitude about tobacco use,96,100 and/or if they had little confidence in their
ability to abstain from tobacco use.97,98,101-103 In terms of environmental factors, individuals were
more likely to use tobacco if their friends and family members did so 95-97,104-107 or if tobacco use
was accepted culturally or religiously.95,96,108-113 Particularly, religiosity was an important
determinant of tobacco-associated behaviors. For example, individuals who attended religious
activities more often were less likely to use tobacco.96,108,110,114-116 Finally, individuals were more
likely to use tobacco if they had more facilitators and fewer barriers to tobacco use. Examples on
tobacco use facilitators include nicotine dependence 97,117-119 and ability to use tobacco inside the
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home,120-125 whereas tobacco use barriers include discussing tobacco use with health care
providers.80,126120-125
Smoking Cessation. The literature has also shown that several demographic, cognitive,
and environmental factors may affect smokers’ decision to quit smoking. For instance, smokers
were more likely to attempt to quit smoking if they were female 127 and were younger.127-130 In
terms of SCT factors, smokers were more likely to quit smoking if they thought there was a
health advantage for quitting smoking,127,131-133 if they believed that they will gain that advantage
if they quit smoking,133,134 if they thought the consequences of quitting smoking were important
to them,133-135 if they had a positive attitude about quitting smoking,132,135,136 and/or if they were
confident about their ability to quit smoking.132,133,137-139 Furthermore, smokers were more likely
to quit smoking if they observed friends and family members quitting smoking 133,140-142 or if
they thought continuing to smoke was not culturally accepted.133,143 Particularly, acculturation
may influence serious attempts to quit smoking. For example, previous research indicated that
African American smokers who are less acculturated were more likely to exhibit readiness to
quit smoking compared to more acculturated smokers.144 With regard to Arab immigrants to the
US, it was reported that length of stay in the US was negatively correlated with number of quit
attempts.145 With regard to religiosity and quitting smoking, weekly attendance of religious
services was associated with more likelihood of quitting cigarette smoking.146 After gender
specific analyses, however, this relation was significant only in women as compared to men.146
Finally, smokers were more likely to quit smoking if they had more facilitators and fewer
barriers associated with quitting smoking. Examples on smoking cessation facilitators include
discussion smoking cessation with health care providers (i.e., behavioral support and
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pharmacotherapy),80,126,127,129,143,147-150 whereas smoking cessation barriers include nicotine
dependence 118,127,129,143,151,152 and ability to use tobacco inside the home.120,122,123,125,129,133,143,153
Even though the majority of research articles assessed smoking cessation as a binary
outcome, some studies have examined smoking cessation in terms of number of serious smoking
cessation attempts. It was reported that higher number of serious smoking cessation attempts is
associated with higher self-confidence concerning ability to abstain from smoking,154 more
interaction with nonsmokers,155 lower acculturation,145 living in a smoke-free home,153
discussing smoking cessation with health care providers,156 more nicotine dependence,118 being
male,157 and having a high school education or higher.157
Lung Screening. The literature is scant with regard to the demographic, cognitive, and
environmental factors that are associated with decisions to undergo lung screening. One reason
why information is lacking on this topic is that the guidelines on lung screening were only
published by the USPSTF recently.82 Available data indicates that former smokers, individuals
with high socioeconomic status, individuals believing that lung screening is useful, and
individuals with higher perceived risk for lung cancer were more likely to show interest in lung
screening.158-161 However, women, older individuals, current smokers, individuals with limited
access to health care, and those having doubts about the benefits of screening were less likely to
show interest in lung screening.159,162,163 In particular, men and women can have different
attitudes regarding tobacco use,91 which may influence their eligibility to lung screening.
In terms of the cognitive and environmental factors, higher perceived personal benefits of
screening was associated with interest in being screened for lung cancer.164,165 Additionally,
acculturation may have positive impact on preventive cancer screening behavior. For example,
more acculturated individuals were more likely to have cancer screening, although these findings
8

were not based on the recent guidelines for lung screening.166-169 Further, interest in lung
screening might be influenced by facilitators such as holding positive views about
screening,160,162,170 discussing lung screening with physicians 165,171-174 and having health
insurance that covers screening expenses.173-175 Finally, interest in lung screening might be
influenced by barriers such as unawareness of lung screening guidelines,172,173,176 fear of
potential negative consequences of screening,164,171,173,175 or holding fatalistic beliefs about lung
cancer, especially when individuals are unfamiliar with screening efficacy, safety, or
eligibility.162,170,175,177

Theoretical Framework
We utilized the SCT as the theoretical framework for this dissertation. Bandura et al.
introduced this theory in 1986 to explain the factors that influence behavioral decisions. In
addition to the role of cognitive processes, Bandura suggested that environmental learning, such
as observing social norms, influences psychological functioning and behavioral patterns.178 In
other words, individuals internalize the experiences they learn from the social environment. As a
result, social or cultural factors become influential enough to determine individuals’ behaviors.
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The SCT suggests that individuals continuously change their behavior based on the
interaction between cognitive factors and environmental factors. Bandura described this
relationship as the “Triadic Reciprocality” 178 in order to emphasize the reciprocal effect of these
3 elements: cognitive factors, environmental factors, and behavior (Figure 1). The theory
proposes that individual behavior is influenced by 1) cognitive factors, which are composed from
knowledge of the consequences of the behavior, outcome expectations associated with engaging
in the behavior, perceived value of the behavior, attitudes surrounding the behavior, and selfefficacy regarding engaging in the behavior, and 2) environmental factors, which are composed
from vicarious learning, perceived social norms, and barriers and facilitators in the
environment.179-185 The SCT has significantly contributed to health improvement by motivating
individuals to adapt healthy habits or refrain from unhealthy or risky behaviors.179,186,187 One way
the SCT helps in health betterment is through manipulating environmental factors (e.g., exposure
to constructive social norms) in order to guide personal beliefs, and subsequently, modify
behavior.188 In sum, we expect that the SCT can help to identify the association of cognitive and
environmental factors with tobacco-related health behaviors and attitudes among adult US
Muslims. Specific factors examined in this dissertation are outlined in the paragraphs that follow.
Cognitive factors
Cognitive factors include knowledge of the consequences, outcome expectations,
perceived value, attitudes, and self-efficacy.189 Knowledge of the consequences refers to the
comprehension of the perceived consequences of the behavior in question. Therefore,
individuals’ decision to act (or abstain from an action) is influenced by the knowledge about the
perceived consequences of the behavior.179,186,187,189-191 Outcome expectations refer to the
10

perceived benefits or harms to the individual. Thus, individuals consider the benefits or harms
associated with the behavior that may affect them when they decide to change or adjust their
behavior.179,186,187,189-191 Perceived value includes the importance of the consequences to the
individual. According to the SCT, perceived value may act as a motivational or a deterrent factor
depending on how important the consequences are for the individual.179,186,187,189,191 Attitudes
refer to the overall opinion of individuals about the behavior, typically measured along a
dimension of positive to negative attitudes. Based on the SCT, attitudes influence individuals’
decision in performing behavior.186,189 Finally, self-efficacy is the individuals’ confidence in
their ability to perform a behavior. Prior studies in the field of health behavior have emphasized
the importance of self-efficacy because it is an influential determinant of individuals’
behavior.179,186,187,189-191
Environmental factors
Environmental factors include vicarious learning, social norms, and barriers and
facilitators.189 Vicarious learning is learning by observing the behaviors (e.g., smoking) of family
members, friends, and other individuals in the same social environment, and assessing the
positive and negative consequences of their behaviors.178,186,189,191 Social norms refer to the
perceived social acceptability of a particular behavior. According to the SCT, individuals may
perform a behavior because they think that the behavior is in line with their cultural and religious
beliefs, or because they believe that the behavior would result in more social acceptability (e.g.,
reward or recognition) from family or friends. Similarly, individuals may abstain from
performing a behavior because they think that abstinence from performing the behavior is likely
to result in social acceptability.186,189,190
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Social norms also include religiosity and acculturation. Religiosity is the level of
commitment to shared values among people based on some form of religious or spiritual
doctrine. Thus, religiosity is considered a component of social norms.192 Additionally,
acculturation refers to the level of compliance with the host environment, which may induce
satisfaction and environmental support. This makes acculturation also a component of social
norms.193 Finally, barriers and facilitators are personal factors (e.g., addiction to nicotine) and
situational factors (e.g., access to health care) that make certain behaviors more difficult or easier
to perform.179,186,187,189,191

Need for the Study
Considering the elevated rates of tobacco use among the US Muslim population 32,33 and
their growing number in the US, their health practices are becoming more evident and may affect
the rest of the US population more noticeably than before. Thus, it is important to address their
behaviors and attitudes regarding tobacco use, serious smoking cessation attempts, and risk
management in the form of lung screening.
Prior to this dissertation research, there was a scarcity in research that utilized the SCT to
examine the impact of religiosity on tobacco use among Muslims in the US. Additionally, there
was a gap in the literature concerning the association of SCT factors with tobacco use status
among adult Muslims in the US. Addressing the adult Muslim population in the US was driven
by elevated risk for the consequences of tobacco use due to high rates of tobacco use among
them 32,33 and lack of theoretically comprehensive studies addressing the effect of cognitive and
environmental factors on tobacco use among this population.
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Prior to this study, there was a gap in the literature concerning the association of
acculturation on serious attempts to quit smoking among adult Muslim smokers in the US.
Further, the literature was scarce regarding the effect of SCT factors on serious attempts to quit
smoking among adult Muslim smokers in the US. We examined the adult Muslims in the US
because of perceived social acceptability of smoking among this this population 112 and lack of
theoretically sound studies addressing the effect of cognitive and environmental factors on
number of serious attempts to quit smoking.
The literature was scant regarding the effect of SCT factors on interest in lung screening
among adult US Muslims. Additionally, the literature was scant regarding the description of the
knowledge and awareness of lung screening among adult US Muslims. We assessed interest in
lung screening because lung cancer is the leading cause of cancer related death in the US.

Aims, Objectives and Hypothesis
The current dissertation aimed to address the above-mentioned gaps in the literature.
Specifically, these gaps pertain to the association of SCT factors with (1) tobacco use, (2) serious
smoking cessation attempts, and (3) risk management in the form of lung screening among a
sample of adult Muslims in the US.
Specific Aim 1: To study the Social Cognitive Theory factors concerning tobacco use
among a sample of adult Muslims in the US.
Objective 1.1: To investigate the association of SCT factors with the status of tobacco use
among the sample of adult Muslims in the US.
Hypothesis 1.1.1-5: We hypothesized that participants would be more likely to
use tobacco (1) if they think that tobacco use is not harmful (as compared to those
13

who think it is harmful), (2) if they think the negative consequences will not harm
them (as compared to those who think it will harm them), (3) if they think the
negative consequences of tobacco use are not important to them (as compared to
those who think the negative consequences are important to them), (4) if they
have a positive attitude about tobacco use (as compared with those who have a
negative attitude about tobacco use), and (5) if they have lower self-efficacy
regarding abstaining from tobacco use (as compared with those who have higher
self-efficacy).
Hypothesis 1.1.6-8: We hypothesized that Muslim individuals would be more
likely to use tobacco (6) if their friends and family members use tobacco (as
compared to those whose friends or family members do not use tobacco), (7) if
they think that tobacco use is culturally appropriate (as opposed to those who
think that tobacco use is culturally inappropriate), and (8) if they have more
facilitators and fewer barriers to tobacco use (as compared to those who have
fewer facilitators and more barriers).
Objective 1.2: To further address the influence of social norms by investigating the
impact of religiosity and acculturation on the status of tobacco use among a sample of
adult US Muslims.
Hypothesis 1.2.1: We hypothesized that the participants of this study would be
less likely to be current tobacco users if they score higher on the religiosity and
acculturation scales (as opposed to those who score lower on the religiosity and
acculturation scales).

14

Objective 1.3: To examine the interaction effect of sex and attitudes on tobacco use status
in a sample of adult US Muslims.
Hypothesis 1.3.1: We hypothesized that sex would moderate the association
between attitudes and tobacco use status.
Specific Aim 2: To study the Social Cognitive Theory factors concerning number of serious
attempts to quit cigarette smoking among a sample of adult Muslim smokers in the US.
Objective 2.1: To investigate the association of SCT factors with number of serious
attempts to quit cigarette smoking among a sample of adult Muslim smokers in the US.
Hypothesis 2.1.1-5: We hypothesized that the sample of adult Muslim smokers
would have more serious cigarette smoking cessation attempts (1) if they think
there is a health advantage for quitting smoking (as compared to those who think
there is no health advantage for quitting smoking), (2) if they believe they will
gain that advantage if they quit smoking (as compared to those who think they
will not gain any advantage for quitting smoking, (3) if they believe that gaining
the health advantage is important to them (as compared with those believing that
gaining the health advantage is not important to them), (4) if they have a positive
attitude about quitting smoking (as compared with those who have a negative
attitude about quitting smoking), and (5) if they have higher self-efficacy
regarding their ability to quit smoking (as compared with those with lower selfefficacy regarding their ability to quit smoking).
Hypothesis 2.1.6-8: We hypothesized that the sample of adult Muslim smokers
would have more serious cigarette smoking cessation attempts (6) if their friends
15

and family members are former smokers (as compared to those who do not have
former smokers among their friends and family members), (7) if they think that
quitting smoking is culturally an appropriate behavior (as opposed to those who
think that quitting smoking is not culturally appropriate), and (8) if they have
more facilitators and fewer barriers to quitting smoking (as compared to those
who have fewer facilitators and more barriers to quitting smoking).
Objective 2.2: To further address the influence of social norms by investigating the
impact of religiosity and acculturation on number of serious attempts to quit cigarette
smoking in a sample of adult Muslim smokers in the US.
Hypothesis 2.2.1: We hypothesized that the sample of adult Muslim smokers
would have more serious attempts to quit cigarette smoking if they exhibited
higher religiosity and lower acculturation (as opposed to those who exhibited
lower religiosity and higher acculturation).
Objective 2.3: To examine the interaction effect of sex and religiosity on number of
serious attempts to quit cigarette smoking in a sample of adult US Muslim smokers.
Hypothesis 2.3.1: We hypothesized that sex would moderate the association
between religiosity and number of serious attempts to quit cigarette smoking.
Specific Aim 3: To study the Social Cognitive Theory factors concerning interest in lung
screening among a sample of adult Muslims in the US.
Objective 3.1: To investigate the association of SCT factors with interest in lung
screening among a sample of adult US Muslims.
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Hypothesis 3.1.1-5: We hypothesized that the study participants would be more
likely to have interest in lung screening (1) if they think that screening is
associated with health benefits (as compared with those who believe lung
screening is not associated with health benefits), (2) if they believe that screening
will result in gaining the health benefits (as compared with those believing that
lung screening will not result in health benefits), (3) if they believe that the health
benefits gained from screening are important to them (as compared with those
who think that the health benefits gained from screening are not important to
them), (4) if they have a positive attitude about lung screening (as compared with
those who have a negative attitude about lung screening), or (5) if they have
higher self-efficacy concerning their ability to have lung screening (as compared
with those who have lower self-efficacy concerning their ability to have lung
screening).
Hypothesis 3.1.6-8: We hypothesized that the study participants would be more
likely to have interest in lung screening (6) if their friends and family members
have had lung screening (as compared with those whose friends and family
members did not have lung screening), (7) if they think that lung screening is
culturally an appropriate behavior (as opposed to those who think that lung
screening is not culturally appropriate), and (8) if they have more facilitators and
fewer barriers to lung screening (as compared to those who have fewer facilitators
or more barriers).
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Objective 3.2: To further address the influence of social norms by investigating the
impact of religiosity and acculturation on interest in lung screening among a sample of
adult US Muslims.
Hypothesis 3.2.1: We hypothesized that the study participants would be more
likely to have interest in lung screening if they score higher on the religiosity and
acculturation scales (as opposed to those who score lower on the religiosity and
acculturation scales).
Objective 3.3: To examine the interaction effect of sex and tobacco use history on interest
in lung screening in a sample of adult US Muslims.
Hypothesis 3.3.1: We hypothesized that sex would moderate the association
between tobacco use status and interest in lung screening.

Conclusion
In the next 3 chapters of this dissertation, we addressed the above-mentioned 3 specific
aims. Each of these specific aims was addressed in a separate chapter. Then, we presented these
3 studies in a manuscript-format, with introduction, methods, results, and discussion sections
separately for each of these 3 study aims. It is important to note, however, that these study aims
were examined in one large study. Therefore, they shared the same procedures including
sampling and data collection.
In Chapter 2, we addressed Specific Aim 1 through conducting a multinomial logistic
regression model to investigate factors that are associated with tobacco use status of Muslims in
the US. In Chapter 3, we addressed Specific Aim 2 by conducting a Poisson regression analysis
to investigate the factors that are associated with frequency of cigarette smoking cessation
18

attempts among Muslim smokers in the sample. In Chapter 4, we addressed Specific Aim 3
through conducting a binomial logistic regression analysis to investigate the factors that are
associated with interest in performing lung screening. Then, we summarized the findings and
conclusions of these three manuscripts in Chapter 5. Limitations and strengths of the three
manuscripts are also presented in Chapter 5. Finally, the document is concluded with a
discussion containing overall implications and future research suggestions.
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Abstract
Background. Muslims in the United States (US) exhibit elevated rates of tobacco use as
compared with the general US population. As a result, US Muslims might be at a higher risk for
preventive disease and premature death as compared with the general US population.
Objective. This study investigated the Social Cognitive Theory (SCT) factors that are associated
with tobacco use among a sample of adult Muslims in the US.
Methods. Data were collected (November 2016 – March 2017) using a cross-sectional, on-line
survey from a convenience sample of adult (≥ 18 years) US Muslims. Participants with a lung
cancer history were excluded. Associations between SCT factors and tobacco use were
investigated with bivariate analyses and multinomial logistic regression models.
Results. Eligible participants (n=271) from 30 states completed the survey; 52.8% reported
current tobacco use. A higher rate of current tobacco use was reported by men (62.8%) as
compared to women (41.3%), x2(1, N = 271) = 12.49, p < 0.001. In terms of cognitive factors,
individuals who 1) expect more personal consequences for tobacco use on health, and 2) have
more confidence regarding ability to abstain from tobacco use, were less likely to report current
tobacco use. In terms of environmental factors, individuals whose family members do not use
tobacco were less likely to report current tobacco use. An interaction between sex and attitudes
indicated that women with negative views about tobacco were less likely to report current use
compared to men with negative views about tobacco.
Conclusion. Several cognitive and environmental factors can influence tobacco use. The study
findings suggest that family-oriented interventions emphasizing self-efficacy and personal
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consequences to prevent tobacco use can potentially be effective in reducing tobacco use rates in
the adult US Muslim population.
Key words: Muslims, Tobacco Use, Social Cognitive Theory, Acculturation, Religiosity, Social
Norms.
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Introduction
Tobacco use is a major cause of premature death 1 and preventable illness 1-3 in the
United States (US). Additionally, tobacco use is strongly associated with several behavioral
disorders such as substance abuse.4 Although the cigarette smoking rate has declined since the
1960s, the overall rate of tobacco use has been constant over the past few years (21.3%).5 The
rates may even be higher among minorities such as US Muslims who may also experience higher
rates of mortality and morbidity due to elevated rates of tobacco use.6,7 Estimates of the number
of Muslims in the US vary, ranging between 3 and 7 million.8,9 Even though Islam has existed in
the US since several hundred years ago,10 research has shown that 63% of current US Muslims
are foreign-born.11 The number of foreign-born US Muslims may continue to grow because of
increased immigration to the US, attributed to political instability in several countries with a
predominantly Muslim population.12 US Muslims are more likely to use tobacco as compared to
the US general population,6,7 as tobacco use is culturally accepted in some Muslim majority
countries.13 For example, 22.4% of US Muslims use waterpipes,7 whereas 1.3% of the US
population use them.14 Historically, some Islamic scholars had deemed tobacco use acceptable
from a religious point of view before its negative health impact was revealed,15 which may
explain its use among Muslims. Further, US Muslims may favor cultural or spiritual healing
methods, and can either delay seeking health care, or exhibit reluctance to receiving western
medicine.16 Thus, US Muslims may evidence health disparities and worse health outcomes 17 due
to negative health behaviors, such as tobacco use.
Previous studies investigating tobacco use in US Muslims were limited by investigating
only a certain age group (e.g., college students),18 a single ethnicity (e.g., Arabs),19 one form of
tobacco (e.g., water-pipes),18 or residents of one area (e.g., New York city and suburbs).7 Most
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importantly, they have not used a comprehensive behavioral model. Understanding the combined
impact of cognitive and environmental factors on tobacco use behavior is particularly important
for developing potential prevention and cessation modalities in the Muslim population. Thus, this
study sought to understand factors that are associated with tobacco use in US Muslims using the
Social Cognitive Theory (SCT).20
The SCT presumes that 1) behavior interacts with 2) cognitive factors including
knowledge of the consequences and outcome expectations associated with engaging in a specific
behavior, and the perceived value, attitudes, and self-efficacy associated with changing this
behavior, and 3) environmental factors including vicarious learning, perceived social norms
surrounding the behavior, and barriers and facilitators of engaging in that behavior. This
interaction is known as the “Triadic Reciprocality.”20 Because the majority of US Muslims are
foreign-born,11 they may have different health beliefs and attitudes, as well as different customs
and social values. Thus, the SCT was appropriate to utilize for analyzing the factors associated
with use of tobacco products among US Muslims due to its comprehensive inclusion of cognitive
and environmental factors.
Cognitive factors in the SCT model can be applied to factors affecting tobacco use.
Knowledge of the consequences refers to perceived understanding of the health consequences of
tobacco use;21,22 individuals are more likely to use tobacco if they think it is not harmful.22,23
Outcome expectations refer to the perceived personal benefits or harms associated with tobacco
use;21,22 greater likelihood of tobacco use is associated with believing negative consequences will
not have a personal impact.22,23 Perceived value refers to the perceived importance of the
consequences of behavior.22,24 For example, individuals are more likely to use tobacco products
if they think that avoiding the negative consequences of tobacco use is not important to them.23
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Attitudes refer to the overall opinion with regard to a certain behavior;24 with more positive
views about tobacco associated with greater likelihood of use.22 It is also important to note that
men and women may have different attitudes regarding tobacco use in the Muslim population,
evidenced by their different rates of tobacco use.25 For example, men’s views about tobacco use
could be more influenced by prices of tobacco products whereas women’s views about tobacco
use could be more influenced by body image such as body weight.26 Finally, self-efficacy is
individuals’ confidence in their ability to perform certain behaviors.21 Tobacco users with low
self-efficacy may believe that they will have little success in quitting tobacco use.27
Environmental factors from the SCT are also key predictors of tobacco use. Vicarious
learning, observation of others performing a behavior, has an important role in predicting
behavior.24 Individuals are more likely to use tobacco if their friends and family members do
so.23,28-30 Additionally, social norms, which are cultural standards of behavior, highly influence
behavior.21,24 Believing that using tobacco is culturally acceptable is associated with greater
likelihood of tobacco use.23 In particular, religiosity is the individuals’ degree of adherence to the
beliefs, doctrines, and practices of a particular religion.31 Thus, religiosity is a measure of the
degree of conformity between individual religious attitudes and teachings and norms of the
religion he/she believes in. It has been reported that individuals who attend more religious
activities are less likely to report current tobacco use.32
Acculturation is another environmental factor that influences adoption of social norms. It
measures the level of compliance with the host cultural environment.33 Research on US Muslim
population has shown that individuals with less acculturation (less compliance with US main
culture) are more likely to use tobacco than those who are fully acculturated.34,35 Finally,
barriers and facilitators, which can be external environmental factors, are determinants of
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behavior related to using tobacco.36 Examples of these barriers and facilitators include discussing
tobacco use with health care providers and whether using tobacco is allowed inside the home.37
The current study aimed to investigate factors associated with tobacco use among a
sample of adult US Muslims. The first objective was to investigate the associations between
tobacco use and cognitive as well as environmental factors in a convenience sample of adult US
Muslims. The first hypothesis was that participants would be more likely to report current
tobacco use if they think that tobacco use is not harmful, if they think the negative consequences
will not harm them, if they think the negative consequences of tobacco use are not important to
them, if they have a positive attitude about tobacco use, if they have lower self-efficacy
regarding ability to abstain from tobacco use, if their friends and family members use tobacco, or
if they believe that tobacco use is culturally accepted. The second objective was to further
address the influence of social norms by investigating the impact of religiosity and acculturation
on tobacco use status in a convenience sample of adult US Muslims. The second hypothesis was
that greater religiosity and greater acculturation would be associated with a lower likelihood of
reporting current tobacco use. The third objective was to examine the interaction effect of sex
and attitudes on tobacco use status in a convenience sample of adult US Muslims. The third
hypothesis was that sex would moderate the association between attitudes and tobacco use status.
Methods
Participants
Because Muslims constitute only 1-2% of the US population,8,9 collecting data utilizing
random sampling design was not feasible. Therefore, participants were recruited through
convenience and snowball sampling procedures. Eligibility criteria included adult (≥ 18 years
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old) US Muslims with no history of lung cancer. Lung cancer patients were excluded because
they may have fundamentally different behaviors concerning tobacco use, perhaps due to greater
interaction with health care providers.
Procedures
Using web-based search engines, an Internet search was conducted to identify Islamic
centers and organizations in the US. Once Institutional Review Board approval was obtained, an
online advertisement, a cover letter, and a link to the survey were sent to these centers and
organizations relying on the contact information that was available online for them. These
centers and organizations were asked about their willingness to share the study information with
members of their communities. Further, the online advertisement was posted on their Facebook
webpages if they allowed the public to post ads.
A cross-sectional design with an on-line survey was utilized to collect data. The Qualtrics
platform 38 was utilized as a survey tool to collect data. The questionnaire was administered in
English, Arabic, Farsi, and Urdu, which were chosen based on previous research on US
Muslims.11 After the questionnaire was translated from English to these three other languages,
different translators back-translated the Arabic and Farsi versions to English in order to verify
the accuracy of the translation. Any differences between the original version and the backtranslated versions were reconciled, when such differences existed. Back translation to Urdu was
limited by not having a locally-available translator. The questionnaire took approximately 15
minutes to complete. Duplicate records were identified through examining Internet Protocol (IP)
address and age, and subsequently were removed. To maximize participation, three participants
were randomly selected to win a $50 gift card each. Participants who desired to enter the gift
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card pool entered their e-mail addresses in a separate webpage after they completed the
questionnaire. E-mail addresses were not linked to responses and were saved in a separate data
file. Data were collected from November 2016 to March 2017.
Measures
The primary variable of interest was tobacco use. This variable consisted of 3 categories:
1) current user; 2) former user; and 3) non-user. These categories were derived using four items;
2 items that measured cigarette smoking and 2 more items that measured use of other tobacco
products. As defined in previous research,39,40 current tobacco users were those who 1) smoked
at least 100 cigarettes in lifetime and currently smoked “some days” or “every day”, or 2) used
any type of tobacco during the past 30 days. Former tobacco users were defined as those who 1)
smoked at least 100 cigarettes in lifetime but reported that they currently did “not at all” smoke,
or 2) used other types of tobacco in lifetime but did not use it during the past 30 days. Non-users
were defined as those who 1) did not smoke at least 100 cigarettes in lifetime, and 2) never tried
any other tobacco products.
Demographic Characteristics. Sex, age, race, ethnicity, marital status, education,
employment status, income, and health insurance status were assessed using one item for each.
General well-being was evaluated through measuring self-assessed health using a 5-point Likert
scale item (1=poor – 5=excellent),41 which was transformed into a continuous scale from zero
(poor) to 100 (excellent) to present the linear relationship between item scores and the
underlying health concept as guided by previous research.42
Cognitive factors. Cognitive factors were measured using one item for each. Knowledge
of the consequences was measured with a 5-point response scale (1=less than 20% – 5=more
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than 80%) that assessed perceived likelihood of disease or death as a result of tobacco use.43
Outcome expectations were measured with a 5-point scale (1=not at all – 5=extremely) that
assessed perceived effect of tobacco use on the respondent’s personal health.44 Perceived value
was measured with a 5-point scale (1=not at all important – 5=extremely important) that assessed
participants’ perceived importance of abstaining from tobacco use.45 Attitudes were measured
using a 5-point scale (1=very negative – 5=very positive) that assessed participants’ overall
opinions on using tobacco.46 However, it was dichotomized during analysis to examine the
interaction with sex. Finally, self-efficacy was measured using a continuous scale (0% – 100%)
that assessed how certain individuals were that they could abstain from tobacco use.47
Environmental factors. Vicarious learning was measured using two items, which
inquired about whether there was a tobacco user among (1) first-degree family members and (2)
friends.48 Social norms were also measured using two items, which addressed the perceived
appropriateness of using tobacco products among (1) first-degree family members and (2)
friends.49 Responses to social norms constructs were assessed using a 5-point scale, but collapsed
into 3-point scales (1=inappropriate, 2=neither appropriate nor inappropriate, 3= appropriate)
during analyses due to lack of sufficient distribution. Religiosity was assessed using the Duke
University Religion Index,50 a 5-item scale that demonstrated high internal consistency in the
Muslim population (α=0.87 to 0.92).51 Responses were normalized to construct an overall scale
from zero to 100. Acculturation was measured with the Brief Acculturation Scale, a 4-item scale
that measures language preference, self-identity, country where participants spent childhood, and
place of birth. This scale has demonstrated good internal consistency (α=0.84).52 Again,
acculturation overall score was normalized to range from zero to 100. With regard to barriers
and facilitators, one item measured whether a health care professional has asked participants,
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any time during the past 12 months, about their tobacco use status.53 Additionally, rules of using
tobacco inside the home were assessed using one item with a 3-point response scale (1=not
allowed, 2=allowed in some places, 3=allowed anywhere).37 During analysis, this item was
collapsed into 2 categories due to lack of distribution (1=not allowed, 2=allowed at least
sometimes or in some places).
Statistical Analysis
The bivariate relationships between the primary variable of interest (i.e., tobacco use
status) and variables of interest based on the SCT (i.e., cognitive and environmental factors) as
well as demographic variables were tested with Chi-square tests, Fisher's exact test, Pearson’s
correlation coefficients, and Kendall’s Tau correlation tests as appropriate. Due to lack of
sufficient distribution, marital status, employment status, race, and sect variables were collapsed
into binary variables. Education was collapsed into 4 categories. To accommodate multiple
comparisons, a Bonferroni correction 54 was utilized.
As tobacco use consisted of 3 categories, multinomial logistic regression was utilized to
compare current use and former use with non-use. Variables with modest association (p ≤ 0.1)
with tobacco use in the bivariate analyses were included in multinomial logistic regression
models. Unadjusted multinomial logistic regression was conducted followed by adjusted
multinomial logistic regression. In both models, “non-use” was the reference group. Because sex
interacted with attitudes and caused instability in the model, these 2 variables were replaced with
an interaction variable (attitude by sex) in the final multinomial logistic regression analyses.
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Results
Three hundred seventy participants completed the questionnaire, of which 98 participants
did not meet the eligibility criteria (4 participants younger than 18 years old, 61 participants from
outside the US, 25 participants did not affiliate with Islam, and 8 participants had a personal
history of lung cancer). One duplicate record was identified. Eligible participants (n=271)
completed the questionnaire in English (n=180), Arabic (n=88), Farsi (n=2), and Urdu (n=1).
Participants’ age ranged from 19 to 70 with a median age of 32.55,56 The majority of participants
(60.2%) were foreign-born. Only 3 participants reported being Hispanic or Latino/a. The
majority of respondents (68.3%) reported discussing tobacco use with their physicians. More
than half of the sample (52.8%) reported current tobacco use. Out of all current tobacco users
(n=143), the most commonly used tobacco products were cigarettes (92.3%) and water-pipes
(55.9%), followed by electronic cigarettes (12.6%), as well as cigars (11.2%). Only 31.7% of
those who completed the questionnaire in English reported non-use of tobacco whereas 44.0%
were non-users among participants who completed the questionnaire in other languages [x2(2, N
= 271) = 5.6, p =.059]. More than half of current tobacco users (n=74) reported concurrent use of
more than one tobacco product. Results of the bivariate analyses are shown in Table 1. Wald chisquare test values, unadjusted odds ratios, and confidence intervals are shown in Table 2. Sixteen
variables were significantly associated with current use (as opposed to non-use), whereas 6
variables were significantly associated with former use (as opposed to non-use). As shown in
Table 3, individuals with higher expectations, greater self-efficacy, and no tobacco users among
their family members were less likely to report current tobacco use as opposed to non-use.
Individuals with higher self-assessed health, greater knowledge, lower religiosity, and friends
who are tobacco users were less likely to report being a former tobacco user as opposed to non-
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user. Finally, there was an interaction between sex and attitudes in association with tobacco use
status. Among those with negative attitudes, women were less likely than men to report current
tobacco use rather than non-use.
Discussion
This study aimed to investigate the association between tobacco use and cognitive as well
as environmental factors in a sample of adult US Muslims. Due to the key associations between
tobacco use status and religiosity as well as acculturation,32,34,35 these relationships were also
investigated in the sample. Elevated rates of current tobacco use in the study sample (52.8%)
aligns with rates reported in previous research on US Muslims.6,7 This may indicate little
receptiveness for tobacco cessation interventions by US Muslims or a lack of exposure to such
interventions. Additionally, the finding that men were more likely to report current tobacco use
compared to women may be explained by potential cultural constraints on tobacco use among
women in certain countries,57 which can be source countries for immigration to the US. Such
constraints may lead to reduced tobacco use rates or under-reporting of tobacco use by women.
Nevertheless, this statistic was consistent with previous research on adults in the US.5,58
The lower-rated self-assessed health in former users as compared to non-users has several
potential interpretations. Former users may believe that the detrimental impact of tobacco use on
health is irreversible, and therefore, quitting tobacco is insufficient to restore pre-tobacco health
status. Another explanation might be that another health condition arose that made former users
discontinue tobacco use. This finding suggests that more effort may be needed to educate the US
Muslim population about the positive, but gradual, health consequences of quitting tobacco.
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Several cognitive factors played a role in tobacco use. Consistent with previous
research,22,23,27 study participants were less likely to report current tobacco use if they had higher
self-efficacy regarding their ability to abstain from tobacco and if they believed that tobacco use
causes negative personal health consequences (i.e., higher expectations). Because these two
factors may be protective against initiating tobacco, the findings affirm the importance of
enhancing self-efficacy and educating the US Muslim population about the personal impact of
tobacco use on health. In addition, participants with higher knowledge about the general
consequences of tobacco use were less likely to report being a former user rather than non-user.
These findings, however, should be understood in light of the fact that the majority of
participants (60.2%) were foreign-born. Due to spending part of their lifespan outside the US,
they may not have had sufficient education about how tobacco use can negatively affect health,
which is evident in high rates of current tobacco use rates in the sample. Therefore, when
providing care to Muslim immigrants, health care providers may need to assess patients’
awareness and knowledge of the consequences of tobacco use. However, compared with 55.3%
of the US population who reported being asked by their health care providers about tobacco
use,59 a higher percentage of adult US Muslims (68.3%) reported the same, which may indicate
better patient-provider communication about tobacco use among adult US Muslims. Finally, the
interaction noted between attitudes and sex in association with tobacco use suggests that sex
plays a moderating effect in the relation between attitudes and tobacco use. This indicates the
importance of considering sex-related differences in tobacco use behavior. If attitudes are
addressed in future interventions, different messages regarding tobacco cessation for men and
women might be needed.
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Environmental factors are also critical in understanding tobacco use in the US Muslim
population. Consistent with the hypotheses, participants were less likely to report current use of
tobacco if none of their first-degree family members were current users. Considering the
importance of family-connectedness and its influence on health behavior among US Muslims,60
the study results affirm the importance of devising family-based prevention strategies that aim to
control tobacco use in this population. In sum, future approaches to curb tobacco use in US
Muslims might include measures to encourage families to stop modeling smoking.
Having friends who were tobacco users was more likely among non-users as opposed to
former users. Those who never used tobacco might have vicariously learned the negative
consequences of using tobacco from friends, not the behavior of using tobacco itself; the
behavior itself may have been learned from observing parents—a stronger and longer source of
vicarious learning. Thus, being in contact with friends who were tobacco users may have
equipped the participants with knowledge that shielded them from initiating tobacco use.
Another interpretation might be that former users have restrained from socializing with friends
who use tobacco in order to reduce temptation for tobacco use.
In terms of religiosity, individuals with higher religiosity were more likely to report
former tobacco use rather than non-use. However, non-users and current users did not
significantly differ in religiosity. Perhaps having higher religiosity was a cue to quitting tobacco
use among former users, but not protective against initiating tobacco use among non-users.
Although acculturation was not significantly associated with tobacco use status in the
multinomial logistic regression model, acculturation might still be an important factor because of
two observations. First, descriptive analyses demonstrated a trend between language of
completing the questionnaire and non-use of tobacco. Second, acculturation showed modest
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association with tobacco use status in the bivariate analysis and the unadjusted multinomial
regression analysis. Therefore, examining the influence of acculturation on tobacco use status
might be warranted in future research.
The findings of this study should be interpreted in light of certain limitations. First, due to
the difficulty in accessing the Muslim population, the convenience and snowball sampling
techniques may limit the study generalizability to adult Muslims in the US. This limitation,
however, is mitigated by the fact that the study participants came from several states across the
US (30 states). Second, causality cannot be inferred for any of the observed associations due to
the cross-sectional design. Additionally, interpretation of above-mentioned associations can be
understood in different ways. For example, lower self-efficacy reported among current tobacco
users could be the outcome - and not the predictor - of current tobacco use. Third, because
recruiting was done online (using websites and social media sites) and because it was voluntary,
estimating the response rate was not possible. Therefore, non-response bias might be a concern.
Fourth, unlike items that were used to measure other cognitive factors, the self-efficacy item
examined abstaining from tobacco use, not tobacco use itself. This might have created confusion
among participants when completing the survey. Fifth, we utilized single-item measures, which
may result in limited validity of data. Additionally, aside from back translation, the survey was
not piloted; this may threaten the reliability and validity of the findings. Finally, we acknowledge
that the study is underpowered due to small sample size. Thus, odds ratios for some associations
in the multinomial logistic model had wide confidence intervals, and therefore, limited
reliability. However, despite not meeting the recommended sample size as suggested by previous
research,61 this exploratory study has identified some significant associations that provided a rich
seminal work for future research on this population.
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The SCT provided a sound theoretical framework to study tobacco use in this population.
This is the first study to investigate the associations between tobacco use and cognitive as well as
environmental factors in adult US Muslims using the SCT. This study is expected to be a seminal
work for future research that addresses means of manipulating certain factors to curb tobacco use
in this population. The findings presented several social and health care-related implications. For
example, the study findings demonstrated the importance of family members’ tobacco use status,
outcome expectations, and abstinence self-efficacy in tobacco use behavior in US Muslims.
Therefore, Muslim parents and family members may act as role models to equip their family
members with the needed awareness and confidence against initiating tobacco use. In terms of
health care, the findings of this study may demonstrate the need for increasing awareness of the
negative health impacts of tobacco on health among US Muslims. For example, future
interventions based on the SCT that aim to reduce tobacco use may educate adult US Muslims
about the healthcare-based assistance they can receive, such as prescription medications or
nicotine replacement. Such interventions can also demonstrate techniques that aid in quitting
tobacco use. As opposed to only unrelated individuals, getting entire families or groups of
friends involved in tobacco cessation interventions could potentially be more effective as
individuals vicariously learn from their family members and friends the skills of quitting tobacco
use.
Considering the findings related to the potential influence of religiosity on tobacco use in
our research, future research may investigate the association between religiosity and quitting
tobacco in longitudinal studies among adult US Muslim tobacco users in order to understand
how this construct can be used to improve quitting tobacco use in this population.

59

Acknowledgement
Thanks to Omar Abu Abed, Simin Falsafi, Ali Fakhimi, and Maleeha Hassan for the assistance
they provided in translating the questionnaire.

60

Bibliography
1.

The Health Consequences of Smoking—50 Years of Progress: A Report of the Surgeon
General. Atlanta: Department of Health and Human Services, Centers for Disease
Control and Prevention, National Center for Chronic Disease Prevention and Health
Promotion, Office on Smoking and Health;2014.

2.

National Heart, Lung, and Blood Institute. Causes of Chronic Obstructive Pulmonary
Disease. 2017; https://www.nhlbi.nih.gov/health/health-topics/topics/copd/causes.
Accessed 07/05/2017, 2017.

3.

Shinton R, Beevers G. Meta-analysis of relation between cigarette smoking and stroke.
British Medical Journal (Clinical research ed). 1989;298(6676):789-794.

4.

Degenhardt L, Hall, Wayne. The relationship between tobacco use, substance-use
disorders and mental health: results from the National Survey of Mental Health and Wellbeing. Nicotine & Tobacco Research. 2001;3(3):225-234.

5.

Hu SS. Tobacco product use among adults—United States, 2013–2014. Morbidity and
Mortality Weekly Report. 2016;65.

6.

Newport F, Himelfarb I. In U.S., Strong Link Between Church Attendance, Smoking.
Princeton, NJ: Gallup, Inc.;2013.

7.

Sayeed S. Tobacco use among Muslims in New York City and surrounding areas: results
of the Nafis Salaam community survey. Journal of the Islamic Medical Association of
North America. 2011;43.

8.

Kettani H. Muslim Population in the Americas. Population. 2010:2020.

9.

Mohamed B. A new estimate of the U.S. Muslim population. Washington, DC: Pew
Research Center;2016.

61

10.

Simmons GZ. From Muslims in America to American Muslims. Journal of Islamic Law
& Culture. 2008;10(3):254-282.

11.

Pew Research C. Muslim Americans: No Signs of Growth in Alienation or Support for
Extremism. 2011.

12.

Zong J, Batalova J. Middle Eastern and North African Immigrants in the United States.
Migration Policy Institute;2015.

13.

Unger JB, Cruz T, Shakib S, et al. Exploring the cultural context of tobacco use: a
transdisciplinary framework. Nicotine & Tobacco Research. 2003;5 Suppl 1:S101-117.

14.

Lee YO, Hebert CJ, Nonnemaker JM, Kim AE. Multiple tobacco product use among
adults in the United States: cigarettes, cigars, electronic cigarettes, hookah, smokeless
tobacco, and snus. Preventive Medicine. 2014;62:14-19.

15.

Ghouri N, Atcha M, Sheikh A. Influence of Islam on smoking among Muslims. British
Medical Journal. 2006;332(7536):291-294.

16.

Padela AI, Killawi A, Forman J, DeMonner S, Heisler M. American Muslim perceptions
of healing: key agents in healing, and their roles. Qualitative Health Research.
2012;22(6):846-858.

17.

Padela AI, Curlin FA. Religion and disparities: considering the influences of Islam on the
health of American Muslims. Journal of Religion and Health. 2013;52(4):1333-1345.

18.

Arfken CL, Abu-Ras W, Ahmed S. Pilot study of waterpipe tobacco smoking among US
Muslim college students. Journal of Religion and Health. 2015;54(5):1543-1554.

19.

Kassem NOF, Kassem NO, Jackson SR, Daffa RM, Liles S, Hovell MF. Arab-American
hookah smokers: initiation, and pros and cons of hookah use. American Journal of Health
Behavior. 2015;39(5):680-697.

62

20.

Bandura A. Social foundations of thought and action: A social cognitive theory. PrenticeHall, Inc; 1986.

21.

Bandura A. Social cognitive theory: An agentic perspective. Annual Review of Psychology.

2001;52(1):1-26.
22.

Bandura A. Health promotion by social cognitive means. Health Education & Behavior.

2004;31(2):143-164.
23.

Islam SMS, Johnson CA. Correlates of smoking behavior among Muslim Arab-American
adolescents. Ethnicity & Health. 2003;8(4):319-337.

24.

Bandura A. Social cognitive theory of mass communication. Media Psychology.

2001;3(3):265-299.
25.

Pampel FC. Cigarette diffusion and sex differences in smoking. Journal of Health and
Social Behavior. 2001:388-404.

26.

Cawley J, Markowitz S, Tauras J. Lighting up and slimming down: the effects of body
weight and cigarette prices on adolescent smoking initiation. Journal of Health
Economics. 2004;23(2):293-311.

27.

Schnoll RA, Calvin J, Malstrom M, et al. Longitudinal predictors of continued tobacco
use among patients diagnosed with cancer. Annals of Behavioral Medicine.
2003;25(3):214-221.

28.

Schnoll RA, Malstrom M, James C, et al. Correlates of tobacco use among smokers and
recent quitters diagnosed with cancer. Patient Education and Counseling.
2002;46(2):137-145.

63

29.

Hu M-C, Davies M, Kandel DB. Epidemiology and correlates of daily smoking and
nicotine dependence among young adults in the United States. American Journal of
Public Health. 2006;96(2):299-308.

30.

Mays D, Gilman SE, Rende R, Luta G, Tercyak KP, Niaura RS. Parental smoking
exposure and adolescent smoking trajectories. Pediatrics. 2014;133(6):983-991.

31.

Dube LF, Wingfield SS. Economics, sociology, politics, and religion: Success of
marketing students. Atlantic Economic Journal. 2008;36(4):503-504.

32.

Brown QL, Linton SL, Harrell PT, et al. The Influence of Religious Attendance on
Smoking. Substance Use & Misuse. 2014;49(11):1392-1399.

33.

Hui K, Lent RW, Miller MJ. Social cognitive and cultural orientation predictors of wellbeing in Asian American college students. Journal of Career Assessment.
2013;21(4):587-598.

34.

Al-Omari H, Scheibmeir M. Arab Americans' acculturation and tobacco smoking.
Journal of Transcultural Nursing. 2009;20(2):227-233.

35.

Jadalla A, Lee J. The relationship between acculturation and general health of Arab
Americans. Journal of Transcultural Nursing. 2012;23(2):159-165.

36.

Kassem NOF, Jackson SR, Boman-Davis M, et al. Hookah Smoking and
Facilitators/Barriers to Lounge Use among Students at a US University. American
Journal of Health Behavior. 2015;39(6):832-848.

37.

Mills AL, Messer K, Gilpin EA, Pierce JP. The effect of smoke-free homes on adult
smoking behavior: a review. Nicotine & Tobacco Rresearch: Official Journal of the
Society for Research on Nicotine and Tobacco. 2009;11(10):1131-1141.

64

38.

Software QR. Qualtrics research core. 2015; https://www.qualtrics.com/support/researchresources/cite-reference-qualtrics-research/. Accessed 7/6/2017, 2017.

39.

National Institutes of Health. Health Information National Trends Survey. 2014.

40.

Singh T. Tobacco Use Among Middle and High School Students—United States, 2011–
2015. Morbidity and Mortality Weekly Report. 2016;65.

41.

Ware JE, Jr., Sherbourne CD. The MOS 36-item short-form health survey (SF-36). I.
Conceptual framework and item selection. Medical Care. 1992;30(6):473-483.

42.

Stewart AL, Ware JE. Measuring functioning and well-being: the medical outcomes
study approach. Duke University Press; 1992.

43.

Flay BR, Hu FB, Siddiqui O, et al. Differential influence of parental smoking and friends'
smoking on adolescent initiation and escalation and smoking. Journal of Health and
Social Behavior. 1994:248-265.

44.

Borland R, Yong HH, Balmford J, et al. Motivational factors predict quit attempts but not
maintenance of smoking cessation: findings from the International Tobacco Control Four
country project. Nicotine & Tobacco Research: Official Journal of the Society for
Research on Nicotine and Tobacco. 2010;12 Suppl:S4-11.

45.

Shrier LA, Rhoads A, Burke P, Walls C, Blood EA. Real-time, contextual intervention
using mobile technology to reduce marijuana use among youth: a pilot study. Addictive
Behaviors. 2014;39(1):173-180.

46.

Hyland A, Borland R, Li Q, et al. Individual-level predictors of cessation behaviours
among participants in the International Tobacco Control (ITC) Four Country Survey.
Tobacco Control. 2006;15 Suppl 3:iii83-94.

65

47.

Perkins KA, Parzynski C, Mercincavage M, Conklin CA, Fonte CA. Is self-efficacy for
smoking abstinence a cause of, or a reflection on, smoking behavior change?
Experimental and Clinical Psychopharmacology. 2012;20(1):56-62.

48.

Kandel DB, Kiros GE, Schaffran C, Hu MC. Racial/ethnic differences in cigarette
smoking initiation and progression to daily smoking: a multilevel analysis. American
Journal of Public Health. 2004;94(1):128-135.

49.

Panday S, Reddy SP, Ruiter RA, Bergstrom E, de Vries H. Determinants of smoking
cessation among adolescents in South Africa. Health Education Research.
2005;20(5):586-599.

50.

Koenig HG, Büssing A. The duke university religion index (DUREL): A five-item
measure for use in epidemological studies. Religions. 2010;1(1):78-85.

51.

Saffari M, Zeidi IM, Pakpour AH, Koenig HG. Psychometric properties of the Persian
version of the Duke University Religion Index (DUREL): A study on Muslims. Journal
of Religion and Health. 2013;52(2):631-641.

52.

Meredith LS, Wenger N, Liu H, Harada N, Kahn K. Development of a brief scale to
measure acculturation among Japanese Americans. Journal of Community Psychology.
2000;28(1):103-113.

53.

National Health Interview Survey. 2015.

54.

Dunn OJ. Multiple comparisons among means. Journal of the American Statistical
Association. 1961;56(293):52-64.

55.

Bureau of Labor Statistics 2017; https://www.bls.gov/emp/ep_table_306.htm.

56.

Age and Sex Composition: 2010. U.S. Census Bureau 2011;
https://www.census.gov/prod/cen2010/briefs/c2010br-03.pdf.

66

57.

Shechter R. Smoking, culture and economy in the Middle East: the Egyptian tobacco
market 1850-2000. IB Tauris; 2006.

58.

Garrett BE, Dube SR, Winder C, Caraballo RS, Centers for Disease C, Prevention.
Cigarette smoking—United States, 2006–2008 and 2009–2010. Morbidity and Mortality
Weekly Report Surveillance Summaries. 2013;62(Suppl 3):81-84.

59.

National Health Interview Survey. Sample Adult Public Use File. 2017;
ftp://ftp.cdc.gov/pub/Health_Statistics/NCHS/Dataset_Documentation/NHIS/2016/samad
ult_freq.pdf.

60.

Daneshpour M. Muslim families and family therapy. Journal of Marital and Family
Therapy. 1998;24(3):355-368.

61.

Hosmer Jr DW, Lemeshow S, Sturdivant RX. Applied Logistic Regression. Vol 398: John
Wiley & Sons; 2013.

67

Table 1. Variables of Interest by Tobacco Use Categories. Muslim Adults (≥ 18 years) in the United States
(Numbers, Row Percentages, and Bivariate Tests Statistics)
Variable
Non-user
Former User
Current User
Test Statistics
N = 97, 35.8%
N = 31, 11.4%
N = 143, 52.8%
(Row
(Row
(Row
Percentage)
Percentage)
Percentage)
Demographic Characteristics
Sex
Male
41 (28.3%)
13 (9.0%)
91 (62.8%)
x2(2, N = 271) =
*
*
12.49, p = 0.002
Female
56 (44.4%)
18 (14.3%)
52 (41.3%)
Age
M=35.35
M=34.22
M=35.16
M=36.17
r = 0.077, n = 271, p
(SD=11.70)
(SD=10.28)
(SD=13.48)
(SD=12.21)
= 0.204
Education (Scale from 1
M=2.87 (SD=1.03)
M=3.04
M=2.87
M=2.75
τb (271) = -0.115, p =
– 4)
(SD=0.98)
(SD=0.99)
(SD=1.06)
0.034
Ever changed religion
No
92 (36.2%)
25 (9.8%)*
137 (53.9%)
x2(2, N = 271) =
10.28, p = 0.006
Yes
5 (29.4%)
6 (35.3%)*
6 (35.3%)
Sect followed
Sunnah
56 (40.6%)
24 (17.4%)
58 (42.0%)
x2(2, N = 271) =
*
*
16.65, p < 0.001
Something else
41 (30.8%)
7 (5.3%)
85 (63.9)
Self-assessed Health
M=82.62
M=87.94
M=73.10
M=81.08
r = -0.150, n = 271, p
*
*
(Scale from 0 – 100)
(SD=19.54)
(SD=15.90)
(SD=24.21)
(SD=19.74)
= 0.013
Income (Scale from 1 –
M=5.31 (SD=1.98)
M=5.39
M=5.32
M=5.26
τb (271) = -0.033, p =
9)
(SD=2.04)
(SD=2.33)
(SD=1.86)
0.520
Health insurance
No
5 (23.8%)
2 (9.5%)
14 (66.7%)
FET (N = 271) =
1.66, p = 0.389
Yes
92 (36.8%)
29 (11.6%)
129 (51.6%)
Marital Status
Married or living
76 (35.8%)
23 (10.8%)
113 (53.3%)
x2(2, N = 271) = 0.35,
as married
p = 0.839
Not married
21 (35.6%)
8 (13.6%)
30 (50.8%)
Race
White
70 (35.7%)
23 (11.7%)
103 (52.6%)
x2(2, N = 271) = 0.06,
p = 0.970
Non-white
27 (36.0%)
8 (10.7%)
40 (53.3%)
Employment Status
Employed
63 (34.8%)
18 (9.9%)
100 (55.2%)
x2(2, N = 271) = 1.85,
p = 0.397
Not employed
34 (37.8%)
13 (14.4%)
43 (47.8%)
Cognitive Factors
Knowledge (Scale from
M=3.13 (SD=1.36)
M=3.98
M=3.90
M=2.38
τb (271) = -0.488, p <
*
*
*
1 – 5)
(SD=1.03)
(SD=1.22)
(SD=1.14)
0.001
Expectations (Scale
M=3.34 (SD=1.28)
M=4.20
M=4.42
M=2.52
τb (271) = -0.551, p <
*
*
*
from 1 – 5)
(SD=0.81)
(SD=0.81)
(SD=1.05)
0.001
Attitudes
Negative
94 (58.8%)
29 (18.1%)
37 (23.1%)
FET (N = 271) =
*
*
*
158.10, p < 0.001
Positive
3 (2.7%)
2 (1.8%)
106 (95.5%)
Perceived value (Scale
M=3.42 (SD=1.51)
M=4.58
M=4.52
M=2.40
τb (271) = -0.601, p <
*
*
*
from 1 – 5)
(SD=0.72)
(SD=0.85)
(SD=1.27)
0.001
Self-efficacy (Scale
M=62.73
M=85.11
M=90.35
M=41.55
r = -0.671, n = 271, p
*
*
*
from 0 – 100)
(SD=30.93)
(SD=20.00)
(SD=15.00)
(SD=23.25)
< 0.001
Environmental Factors
A Tobacco User Family
No
69 (63.9%)
14 (13.0%)
25 (23.1%)
x2(2, N = 271) =
*
*
Member
69.82, p < 0.001
Yes
28 (17.2%)
17 (10.4%)
118 (72.4%)
A Tobacco User Friend
No
31 (57.4%)
18 (33.3%)
5 (9.3%)
x2(2, N = 271) =
*
*
*
61.25, p < 0.001
Yes
66 (30.4%)
13 (6.0%)
138 (63.6%)
Family-related social
M=1.57 (SD=0.59)
M=1.28
M=1.48
M=1.78
τb (271) = 0.395, p <
norms (Scale from 1 –
(SD=0.47)
* (SD=0.72)
(SD=.53)
* 0.001
3)
Friends-related social
M=1.95 (SD=0.75)
M=1.54
M=1.48
M=2.33
τb (271) = 0.460, p <
norms (Scale from 1 –
(SD=0.58)
* (SD=0.72)
* (SD=0.65)
* 0.001
3)
Acculturation (Scale
M=53.15
M=47.72
M=53.47
M=56.52
r = 0.129, n = 241, p
from 0 to 100)
(SD=31.52)
(SD=31.16)
(SD=34.79)
(SD=30.90)
= 0.046
Religiosity (Scale from
M=59.09
M=75.49
M=83.87
M=42.59
r = -0.484, n = 271, p
*
*
*
0 – 100)
(SD=32.56)
(SD=16.39)
(SD=13.27)
(SD=34.72)
< 0.001
Tobacco Use Inside
Not allowed
80 (57.6%)
27 (19.4%)
32 (23.0%)
FET (N = 271) =
*
*
*
Home
107.92, p < 0.001
Allowed
17 (12.9%)
4 (3.0%)
111 (84.1%)
Physician asked about
No
30 (34.9%)
11 (12.8%)
45 (52.3%)
x2(2, N = 271) = 0.24,
tobacco status
p = 0.889
Yes
67 (36.2%)
20 (10.8%)
98 (53.0%)
Abbreviations: x2, Chi-square, FET, Fisher's exact test, τb, Kendall's Tau-b correlation, r, Pearson correlation coefficient, N, number of
subjects included in the analysis, p, significance level or p-value, M, mean, SD, standard deviation, * A category that is significantly different
from the other 2 categories combined (horizontal comparison).
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Table 2. Unadjusted Odds Ratios, 95% Confidence Interval, and Wald Chi-Square from Multinomial Logistic
Regression on Tobacco Use categories. Adult (≥18 years) Muslims in the United States
(Reference Category for Tobacco Use = Non-users)
Current User
Former User
UOR
(95% CI)

Wald

p-value

UOR
(95% CI)

Wald

Demographic Characteristics
Sex
Male
2.390 (1.410 - 4.051)
10.478
.001**
0.986 (0.435 - 2.238)
0.001
Female
[Reference]
[Reference]
Education
0.752 (0.580 – 0.974)
4.651
.031*
0.843 (0.565 – 1.259)
0.694
Ever changed religion
No
1.241 (0.368 – 4.186)
0.121
.728
0.226 (0.064 – 0.804)
5.283
Yes
[Reference]
[Reference]
Sect followed
Sunnah
0.500 (0.296 – 0.843)
6.759
.009**
2.510 (0.987 – 6.383)
3.735
Something else
[Reference]
[Reference]
General Well-being
Self-assessed Health
0.978 (0.963 - 0.994)
7.599
.006**
0.962 (0.942 - 0.982)
13.602
Cognitive Factors
Knowledge
0.318 (0.240 - 0.423)
62.143
<.001***
0.935 (0.642 - 1.363)
0.121
Expectations
0.192 (0.129 - 0.285)
66.740
<.001***
1.461 (0.840 - 2.542)
1.800
Attitudes
Negative
0.011 (0.003 – 0.037)
53.163
<.001***
0.463 (0.074 – 2.905)
0.676
Positive
[Reference]
[Reference]
Perceived value
0.193 (0.131 - 0.285)
68.677
<.001***
0.896 (0.526 - 1.526)
0.163
Self-efficacy
0.929 (0.914 - 0.945)
72.985
<.001***
1.020 (0.993 - 1.049)
2.067
Environmental Factors
Vicarious learning – Family
No
0.086 (0.046 - 0.159)
61.011
<.001***
0.334 (0.145 - 0.768)
6.657
Yes
[Reference]
[Reference]
Vicarious learning – Friends
No
0.077 (0.029 - 0.207)
25.778
<.001***
2.948 (1.284 - 6.769)
6.497
Yes
[Reference]
[Reference]
Social norms - Family
5.679 (3.291 - 9.798)
38.940
<.001***
2.227 (1.021 - 4.856)
4.050
Social norms - Friends
5.996 (3.694 - 9.733)
52.515
<.001***
0.866 (0.440 - 1.705)
0.174
Acculturation
1.009 (1.000 - 1.018)
3.977
.046*
1.006 (0.991 - 1.020)
0.608
Religiosity
0.958 (0.946 - 0.970)
43.598
<.001***
1.025 (1.001 - 1.050)
4.019
Tobacco use inside home
Not allowed
0.061 (0.032 – 0.118)
69.891
<.001***
1.434 (0.444 – 4.637)
0.363
Allowed
[Reference]
[Reference]
Abbreviations: UOR, Unadjusted Odds Ratio, CI, Confidence Interval, Wald, Wald Chi-square.
* 0.01 ≤ p-value < 0.05.
** 0.001 ≤ p-value < 0.01.
*** p-value < 0.001.
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p-value

.974
.405
.022*

.053

<.001***
.728
.180
0.411
.686
.150

.010*

.011*
.044*
.677
.436
.045*
0.547

Table 3. Adjusted Odds Ratios, 95% Confidence Interval, and Wald Chi-Square from Multinomial Logistic
Regression on Tobacco Use categories. Adult (≥18 years) Muslims in the United States
(Reference Category for Tobacco Use = Non-users)
Current User
Former User
AOR
(95% CI)

Wald

pvalue

Demographic Characteristics
Education
0.885 (0.370 – 2.116)
0.075
.784
Ever changed religion
No
0.003 (0.000 – 1.330)
3.493
.062
Yes
[Reference]
Sect followed
Sunnah
0.286 (0.036 – 2.284)
1.393
.238
Something else
[Reference]
General Well-being
Self-assessed Health
0.974 (0.935 - 1.014)
1.638
.201
Cognitive Factors
Knowledge
1.085 (0.532 - 2.214)
0.050
.823
Expectations
0.317 (0.114 - 0.880)
4.863
.027*
Perceived value
0.588 (0.270 - 1.277)
1.800
.180
Self-efficacy
0.938 (0.901 - 0.977)
9.605
.002**
Environmental Factors
Vicarious learning – Family
No
0.048 (0.007 - 0.333)
9.439
.002**
Yes
[Reference]
Vicarious learning – Friends
No
0.104 (0.002 - 4.498)
1.386
.239
Yes
[Reference]
Social norms - Family
0.603 (0.129 - 2.818)
0.414
.520
Social norms - Friends
1.925 (0.389 - 9.521)
0.644
.422
Acculturation
1.004 (0.970 - 1.038)
0.043
.835
Religiosity
1.007 (0.956 - 1.062)
0.076
.783
Tobacco use inside home
No
0.604 (0.093 – 3.905)
0.280
.597
Yes
[Reference]
Interaction between sex and attitudes
Women with positive attitudes
0.298 (0.007 - 11.947)
0.413
.520
Women with negative attitudes
0.012 (0.000 - 0.394)
6.169
.013*
Men with positive attitudes
0.529 (0.021 – 13.344)
0.150
.699
Men with negative attitudes
[Reference]
Abbreviations: AOR, Adjusted Odds Ratio, CI, Confidence Interval, Wald, Wald Chi-square.
* 0.01 ≤ p-value < 0.05.
** 0.001 ≤ p-value < 0.01.
*** p-value < 0.001.
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AOR
(95% CI)

Wald

pvalue

1.154 (0.616 – 2.162)

0.200

.655

0.094 (0.003 – 3.091)
1.758
[Reference]

.185

0.964 (0.176 – 5.287)
0.002
[Reference]

.967

0.945 (0.909 - 0.981)

8.506

.004**

0.452 (0.213 - 0.959)
1.511 (0.606 - 3.764)
0.696 (0.284 - 1.707)
0.987 (0.943 - 1.032)

4.284
0.785
0.626
0.340

.038*
.376
.429
.560

0.477 (0.091 - 2.483)
0.775
[Reference]

.379

6.544 (1.133 - 37.795)
[Reference]
3.369 (0.831 - 13.655)
3.444 (0.954 - 12.441)
1.015 (0.989 - 1.041)
1.070 (1.005 - 1.138)

4.408

.036*

2.893
3.562
1.206
4.534

.089
.059
.272
.033*

1.887 (0.315 – 11.312)
0.483
[Reference]

0.487

1.062 (0.026 - 43.073)
0.001
3.506 (0.598 - 20.546)
1.933
0.407 (0.007 – 24.839)
0.184
[Reference]

.975
.164
.668
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Abstract
Objective. Guided by the Social Cognitive Theory, we investigated the associations between the
number of serious cigarette smoking cessation attempts and cognitive as well as environmental
factors in adult Muslim smokers in the United States (US).
Design. This cross-sectional study was based on a convenience sample of adult (≥ 18 years) US
Muslim smokers. Data were collected using an on-line survey from November 2016 to March
2017. We conducted unadjusted Poisson regression followed by adjusted multivariable Poisson
regression analyses.
Results. One hundred thirty-two eligible smokers completed the questionnaire. Sixty-two
smokers (47.0%) seriously attempted to quit cigarette smoking at least once over the past 12
months, half of which reported attempting to quit cigarette smoking without any assistance.
Smokers reported more serious cigarette smoking cessation attempts if they 1) had more
knowledge about the consequences of cigarette smoking cessation, 2) had more positive attitude
regarding quitting, and 3) reported greater religiosity. Additionally, smokers reported fewer
serious cigarette smoking cessation attempts if they 1) were employed, 2) affiliated with Sunnah
sect, 3) reported better self-assessed health, 4) reported higher perceived value for quitting, and
5) indicated that using tobacco was not allowed inside the home.
Conclusion. Suboptimal utilization of behavioral support and prescription medication while
attempting to quit cigarette smoking may indicate inadequate utilization of provider professional
assistance in US Muslim smokers. Knowledge of the consequences, more positive attitudes, and
greater religiosity can be influential constructs in future interventions that aim to encourage
serious cigarette smoking cessation attempts in US Muslim smokers.
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Introduction
Quitting cigarette smoking is associated with major health benefits, such as improved
cardiovascular and respiratory function (Gratziou 2009). A greater number of serious smoking
cessation attempts (SSCA), defined as abstaining from cigarette smoking for one day or longer
while attempting to quit (Babb 2017), is associated with greater chances of successful cigarette
smoking cessation (Chaiton et al. 2016). In 2015, 55.4% of cigarette smokers in the United
States (US) had at least one SSCA over the past 12 months, but only 7.4% succeeded in quitting
(Babb 2017). Thus, it is suggested that promoting cigarette smoking cessation could be achieved
through encouraging more quit attempts (Gilbert et al. 2008). Previous research indicated that it
takes a cigarette smoker between 6 and 142 quit attempts to achieve successful cessation
(Chaiton et al. 2016). Therefore, investigating number of SSCA is essential to identify factors
that promote cigarette smoking cessation. Additionally, investigating number of SSCA provides
an indication on smokers’ motivation regarding quitting cigarette smoking (Davila et al. 2009);
although they may not be able to quit at a given time. Finally, because quitting cigarette smoking
is a gradual process, not an instantaneous action (Chaiton et al. 2016), investigating the factors
that associate with the number of SSCA is important for understanding the transition from
current smoking to successful smoking cessation.
The number of SSCA can be influenced by several cognitive and environmental factors
(Babb 2017), especially in minority groups (Fu et al. 2007). As a minority group in the US, the
Muslim population ranges between 3 and 7 million (Kettani 2010; Mohamed 2016), the majority
(63%) of whom are foreign-born (Pew Research 2011). In this context, examining SSCA among
US Muslims is important because they exhibit elevated cigarette smoking rates (Newport and
Himelfarb 2013), which place them at a higher risk of preventable disease and premature death
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compared to the US population. Because the majority of US Muslims are foreign-born (Pew
Research 2011), they may have different cognitive and environmental characteristics that affect
cigarette smoking cessation than other US citizens. Prior to this research, there was a gap in the
literature regarding associations between number of SSCA and psychosocial factors in US
Muslim smokers. Thus, the current study investigated the Social and Cognitive Theory (SCT)
factors that were associated with number of SSCA in a sample of adult US Muslim smokers.
Although much of the literature using the SCT contrasts those who actually quit smoking
with those who did not, the assessment of number of SSCA as an outcome variable permits the
measurement of attempting to quit, an important first step in the quitting process. This may help
identify important constructs to address in devising future interventions to promote cigarette
smoking cessation in this population. Studies investigating factors related to the number of
SSCA in other groups demonstrated that higher number of SSCA is associated with higher selfefficacy regarding ability to refrain from smoking (John, Meyer, Rumpf, et al. 2004), perceived
social pressure to not smoke due to interacting with nonsmokers (Burns 2009), lower
acculturation (Haddad et al. 2012), living in a smoke-free home (Borland et al. 2006), discussing
cigarette smoking cessation with physicians (Aveyard et al. 2012), more nicotine dependence
(John, Meyer, Hapke, et al. 2004), being male (Ferron et al. 2011), and having a high school
education or higher (Ferron et al. 2011).
We used the SCT to investigate the factors associated with number of SSCA (Bandura
1986). The SCT suggests that behavior is based on the interaction among 1) cognitive factors, 2)
environmental factors, and 3) behavior. Cognitive factors include 5 constructs (Bandura 1998,
2001a, 2001b, 2004, 2005): 1) knowledge of the consequences (general health benefits) of
cigarette smoking cessation, 2) expectations of cigarette smoking cessation, 3) perceived value
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of this health impact, 4) attitudes (i.e. overall opinion) regarding cigarette smoking cessation,
and 5) self-efficacy regarding one’s ability to quit smoking. Environmental factors include 3
constructs (Bandura 1998, 2001a): 1) vicarious learning, 2) social norms surrounding quitting
smoking, and 3) barriers and facilitators related to quitting smoking. In addition,
acculturation and religiosity are related to social norms. Acculturation assesses how
assimilated immigrants are with the main culture of their new environment (Hui, Lent, and
Miller 2013), whereas religiosity measures the level of compliance of individuals with their own
religious beliefs and practices. In sum, due to its inclusion of pertinent psychosocial factors,
utilizing the SCT was appropriate for analyzing factors associated with SSCA among US
Muslim smokers.
Cognitive factors are important to consider in predicting cigarette smoking cessation
behavior. As mentioned above, little research investigated the factors associated with number of
SSCA. However, the literature that investigated predictors of making a quit attempts indicated
that smokers were more likely to attempt to quit if they 1) thought quitting has positive health
consequences (Davila et al. 2009), 2) believed that the positive health consequences of quitting
would have a personal impact on them (Vangeli et al. 2011), 3) believed that the positive health
consequences were important to them (Rose et al. 1996), 4) had positive views about cigarette
smoking cessation (Hyland et al. 2006), and 5) had higher self-efficacy about their ability to quit
smoking (Li et al. 2011).
In terms of environmental factors, smokers were more likely to attempt to quit if they 1)
had role models, such as family or friends, who quit smoking (Whittaker et al. 2008), 2) believed
that smoking was socially rejected (Hyland et al. 2004), 3) had barriers such as nicotine
dependence or facilitators such as working in a smoking-free workplace (Farkas et al. 1999),
78

living in a smoke-free home, as well as receiving medical/behavioral support (Davila et al.
2009). Of note, combining medications and behavioral support is associated with the highest
probability of successful cigarette smoking cessation (Stead and Lancaster 2012). Social norms
can be key determinants of smoking behavior in Muslims. For example, tobacco use is socially
accepted and may promote social interaction in predominantly Muslim countries (Unger et al.
2003). Additionally, individuals’ receptiveness to cigarette smoking cessation campaigns is
dependent on their acculturation level (Webb 2008). Further, religiosity is an important factor in
cessation attempts (Strawbridge et al. 2001), especially in Muslims (Yong et al. 2013). However,
gender specific analyses indicated that weekly attendance of religious services was associated
with more likelihood of quitting cigarette smoking only in women (Strawbridge et al. 2001). In
sum, environmental factors from the SCT are also important in predicting cigarette smoking
cessation behavior.
The current study aimed to study the SCT factors related to number of SSCA in a
convenience sample of adult US Muslim smokers. Because use of other tobacco products (e.g.,
water-pipe) might be sporadic and occasional, no clear definition is available yet in the literature
on the definition of serious attempts to quit all types of tobacco products. Hence, this study
assessed number of quit attempts for only cigarette smoking. The first objective was to
investigate the associations between number of SSCA and cognitive as well as environmental
factors. We hypothesized that adult Muslim smokers would have more SSCA if they 1) thought
it was associated with positive health consequences, 2) believed that the positive consequences
would have a personal impact on their health, 3) thought having these health consequences was
important to them, 4) had a positive attitude about quitting smoking, 5) had higher self-efficacy
regarding their ability to quit smoking, 6) had a friend or a family member who quit smoking, or
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7) thought that quitting smoking was socially accepted. The second objective was to investigate
the associations between SSCA and religiosity as well as acculturation. We hypothesized that
adult Muslim smokers who exhibited greater religiosity and higher acculturation would have
more SSCA. The third objective was to examine the interaction effect of sex and religiosity on
number of serious attempts to quit cigarette smoking in a sample of adult US Muslim smokers.
We hypothesized that sex would moderate the association between religiosity and number of
serious attempts to quit cigarette smoking.
Methods
Design
The study included a convenience sample of adult (≥ 18 years old) US Muslim smokers.
Due to potentially different cigarette smoking cessation behaviors, we excluded 2 smokers with a
personal history of lung cancer. The data we used to test the study hypotheses were collected as
part of a larger cross-sectional design study from November 2016 to March 2017 (Attarabeen et
al. 2018). However, we restricted the analysis to current smokers because different
characteristics were expected to influence SSCA between current and former smokers.
Measures
The primary variable of interest (i.e., number of SSCA) was assessed using one item that
inquired about the number of SSCA during the past 12 months. SSCA is defined as abstaining
from smoking for one day or longer as an attempt to quit smoking (Babb 2017). Because only
participants who reported current smoking were included in the study, eligible participants were
those who 1) smoked a total of at least 100 cigarettes in their entire life, and 2) reported current
smoking “some days” or “every day”, consistent with the definition of current smoking in
previous research (National Health Interview 2015).
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Cognitive factors. Each of the cognitive factors was measured using one item. We
measured knowledge through assessing perceived likelihood of reduction in chances of diseases
or death as a result of quitting smoking (Flay et al. 1994). We measured outcome expectations
by assessing perceived effect of cigarette smoking cessation on personal health (Borland et al.
2010). We measured perceived value by assessing perceived importance of gaining the benefits
of cigarette smoking cessation (Shrier et al. 2014). We measured attitudes through evaluating
smokers’ overall opinions on cigarette smoking cessation (Hyland et al. 2006). Responses to
these four items addressing cognitive factors were assessed on a 5-point ordinal scale as detailed
in the larger study (Attarabeen et al. 2018). Finally, we measured self-efficacy using a
continuous scale ranging from 0% to 100% (Perkins et al. 2012).
Environmental factors. We measured vicarious learning through assessing whether
smokers knew of any former smoker among their fist-degree family members and friends
(Kandel et al. 2004). We measured social norms through assessing perceived acceptability of
quitting smoking among first-degree family and friends (Panday et al. 2005). We measured
acculturation using the Brief Acculturation Scale (Meredith et al. 2000) whereas religiosity was
measured using the Duke University Religion Index (Koenig and Büssing 2010). Responses to
vicarious learning were assessed using a binary scale (No/Yes) whereas responses to social
norms were assessed using a 5-point ordinal scale. Responses to acculturation and religiosity
were normalized to range from zero to 100 as explained in the original study (Attarabeen et al.
2018).
In terms of barriers and facilitators, we measured nicotine dependence using the Heavy
Smoking Index, a 2-item scale with high concordance with Fagerström Nicotine Dependence
Scale (Chabrol et al. 2005). Discussing cigarette smoking cessation with a physician anytime
81

over the past 12 months (No/Yes) and rules of using tobacco inside the home (Not
allowed/Allowed) were assessed using one item for each as described previously (Attarabeen et
al. 2018). Finally, use of cigarette smoking cessation techniques was measured using a multipleanswer item. Responses included 1) nicotine replacement, 2) prescription medications, 3)
behavioral support, and 4) no pharmaceutical/behavioral assistance. Lastly, Demographic
Characteristics, including sex, age, race, ethnicity, marital status, education, employment status,
income, health insurance status, and general well-being were measured using one item for each
as explained previously (Attarabeen et al. 2018).
Statistical Analysis
We conducted descriptive analyses to identify the distribution of categorical variables
with regard to SSCA. Due to lack of sufficient distribution, some variables including sect
affiliation were collapsed into binary variables as explained in the original study (Attarabeen et
al. 2018). In order to examine associations with the primary variable of interest (i.e., number of
SSCA), cognitive and environmental variables as well as demographic variables were
investigated using 2 Poisson regression models, individually in an unadjusted model and
collectively in an adjusted model. Secondary independent samples t-test was conducted to
identify whether men and women varied in religiosity. Finally, a Poisson regression analysis was
conducted to examine the potential interaction between sex of respondent and religiosity on
number of SSCA.
Results
Because this research study was part of a larger study (Attarabeen et al. 2018), we had
370 responses in total. However, only 132 participants met the eligibility criteria for this study (4
participants younger than 18 years old, 61 participants from outside the US, 25 participants did
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not affiliate with Islam, 8 participants had a personal history of lung cancer, one duplicate record,
and 139 did not report current cigarette smoking). Eligible participants completed the
questionnaire in English (n=91), Arabic (n=40), and Farsi (n=1). Participants’ age ranged from
19 to 68, with a mean age of 37. Only one participant was Hispanic or Latino/a. The majority
(58.9%) of participants were foreign-born. Only 47.0% of the sample of smokers attempted to
quit smoking seriously at least once over the past 12 months. However, this was not statistically
significant from 55.4% (Babb 2017), which was the most recent rate of attempting to quit
smoking among US smokers (t(131) = -1.933, p = .055).
Number of quit attempts ranged from zero to 30, with a mean value of 1.56. Out of 62
smokers in the sample with at least one SSCA, only 3 smokers reported using both prescription
medications and counseling to aid with SSCA. Additionally, 24 smokers reported using nicotine
replacement, 31 smokers reported not using any form of assistance, and the rest reported using
either prescription medications or counseling. Variables that were significantly associated with
number of SSCA in the unadjusted Poisson regression model are presented in Table 1.
In adjusted Poisson regression analyses, we observed significant associations between
some SCT factors and number of SSCA (Table 2). With regard to cognitive factors, knowledge
was positively associated with SSCA; those who perceived higher reduction in chances of
diseases or death as a result of quitting smoking had 41% higher number of SSCA (adjusted
incident rate ratio (AIIR) = 1.405; 95% confidence interval (CI) = 1.098 – 1.798). Similarly,
smokers who had more positive views on cigarette smoking cessation had 51% higher number of
SSCA compared to those with negative views on cigarette smoking cessation (AIIR = 1.513;
95% CI = 1.122; 2.041). However, those with higher perceived value of cigarette smoking
cessation had lower number of SSCA (AIIR = 0.744; 95% CI: 0.562-0.985).
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In terms of environmental factors, religiosity and tobacco use inside the home were
significantly associated with SSCA. Higher scores on religiosity scale were associated with a
higher number of SSCA (AIIR = 1.011; 95% CI = 1.002, 1.020). However, those who lived in
homes where tobacco use was not allowed had lower number of SSCA compared to smokers
who lived in homes where tobacco use was allowed (AIIR = 0.473; 95% CI = 0.299 – 0.750).
Among the demographic factors, employment status, sect affiliation, and general wellbeing were associated with SSCA. Employed individuals had 53% lower SSCA compared to
those who were not employed (AIIR = 0.467; 95% CI = 0.299 – 0.727). Smokers who reported
affiliation with Sunnah sect had 51% lower number of SSCA compared to smokers who did not
affiliate with Sunnah sect (AIIR = 0.485; 95% CI = 0.318 – 0.740). Finally, smokers who
reported better perceived well-being had lower number of SSCA (AIIR = 0.986; 95% CI = 0.977
– 0.966).
Secondary analyses demonstrated that men scored higher scores on religiosity (Mean (M)
= 54.9, Standard deviation (SD) = 33.9) compared to women (M = 19.2, SD=23.8), t(130) = 6.489, p < .001. However, the interaction between sex of respondent and religiosity in
association with SSCA was not statistically significant (p = .932).
Discussion
The current study investigated the SCT factors related to number of SSCA in a sample of
adult Muslim smokers in the US. The majority of participants (62.9%) were men, which is
typical, considering the higher likelihood of cigarette smoking in Muslim men compared to
Muslim women (Sayeed 2011). In our study sample, 47% of smokers attempted to quit at least
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once during the 12 months period prior to data collection. This is slightly lower than the national
rate of quit attempts, which was 55.4% in 2015 (Babb 2017).
Three cognitive factors from the SCT were associated with number of SSCA. These were
knowledge of the consequences of cigarette smoking cessation, attitudes regarding quitting, and
perceived value for quitting. Two environmental factors from the SCT were associated with
number of SSCA. These were religiosity and rules about using tobacco inside the home.
In terms of cognitive factors, the associations between SSCA and knowledge of the
consequences as well as attitudes were consistent with our hypotheses and with previous
research (Davila et al. 2009; Hyland et al. 2006). These findings verify the importance of
cognitive beliefs in understanding decisions related to SSCA. These constructs might be
considered important factors in developing and implementing interventions aimed at this
population, for example, through patient education and awareness campaigns aimed at increasing
SSCA. Additionally, if based on the SCT, such future interventions may educate smokers about
techniques to stop smoking, increase their awareness on how to seek medial or behavioral
assistance, or direct them to social support groups where they can meet former smokers who can
serve as role models for current smokers to quit smoking. Considering that the majority of the
study participants were foreign-born (58.9%), their education in source countries before
immigrating to the US may not have equipped them properly with sufficient knowledge about
smoking and its consequences. This highlights the importance of awareness and education,
which can be provided through effective patient-provider communication during medical visits.
Contrary to our hypothesis and to the SCT, smokers who reported a higher perceived
value of cigarette smoking cessation had fewer SSCA. One explanation might be that quit
attempts last longer in smokers with higher perceived value of cigarette smoking cessation, and
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therefore, a fewer number of quit episodes are attempted during a 12-month period. In order to
further investigate this relation, it is recommended that future studies measure the duration of
abstinence from smoking during smokers’ attempts to quit.
In terms of environmental factors, the role of religiosity in promoting cigarette smoking
cessation was documented in previous research on Muslim smokers outside the US (Yong et al.
2013) as well as in this study. The role of religion and religious teachings may have discouraged
smokers from continuing to smoke. Higher religiosity may have been observed as higher
compliance with religious rulings related to abstaining from harmful substances (Hamid 2017).
Therefore, religion-based messages might hold promise for encouraging SSCA in US Muslim
smokers. However, because men scored higher scores on religiosity compared to women, this
finding should be interpreted with caution. Even though the interaction between religiosity and
sex of respondent in associating with number of SSCA was not statistically significant,
researchers should bear in mind that men and women may require different approaches if
religion-based interventions are implemented for US Muslim smokers. We suggest that future
research examine the potential moderating effect of sex on religiosity. This suggestion is based
on the substantially different scores between men and women on the religiosity scale.
One of the unexpected findings in this study was the direction of association between
rules about tobacco use inside the home and number of SSCA. Contrary to previous research
linking no smoking in the home to more smoking cessation attempts (Farkas et al. 1999; Borland
et al. 2006), our findings demonstrated that smokers who reported living in smoke-free homes
had fewer SSCA. The finding might indicate that smokers who live in smoke-free homes believe
that because they do not harm their family members by exposing them to secondary smoking,
there is less need to quit, or 2) because they do not act as negative role models to their family
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members in the home, there is less motivation to quit. Thus, not smoking at home may have led
smokers to think of smoking less negatively compared to smokers who do smoke at home.
Another interpretation might be that smokers who live in smoking friendly homes perceive
greater heath risk from their smoking, possibly combined with the smoking of others, and
therefore, they exert more effort to quit.
It has been reported that discussing cigarette smoking cessation with health care
providers facilitates cigarette smoking cessation attempts (Stead and Lancaster 2012). However,
27 smokers (20.5%) in the current study reported that no health care providers had asked them
about quitting smoking over the past 12 months, either because they did not see a health care
provider during the 12 months period before data collection, or because they failed to discuss
cigarette smoking cessation during health care encounters. In addition, although combination
therapy (prescription plus counseling) has shown the highest effectiveness rates for successful
cigarette smoking cessation (Stead and Lancaster 2012), only 3 smokers reported using both
techniques to help with quit attempts. In sum, limited assistance from health care providers might
be a barrier to curbing smoking rates in US Muslim smokers.
We observed that some demographic factors were also associated with number of SSCA.
Employed individuals had lower SSCA compared to those who were not employed. This could
be interpreted as employed individuals choosing to not endure withdrawal symptoms due to
work-related stress or because employed smokers do not have the time to invest in seeking
medical or behavioral assistance to quit smoking. Additionally, because individuals who work in
smoke-free environments are more likely to be in cessation for at least 6 months when they
attempt to quit (Farkas et al. 1999), perhaps employed individuals in our sample worked in
smoke-free workplaces and therefore needed fewer attempts during a 12 months period. More
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research is needed to address this relation in the future. The association of Sunnah sect affiliation
with number of SSCA was not documented in the literature. This indicates the importance of
religious factors in cigarette smoking cessation behavior. This association can be interpreted as
less receptiveness to cigarette smoking cessation campaigns among US Muslim smokers who
affiliate with the Sunnah sect. Another interpretation might be related to higher rates of current
tobacco use among individuals who affiliate with other sects compared to Sunnah sect
(Attarabeen et al. 2018). So smoking rates in other sects might be simply regressing toward the
mean, evidently by individuals having more quit attempts. Finally, smokers with worse selfassessed health reported more SSCA. Although causation cannot be implied, it is possible that
those with lower self-assessed health may be acting to improve their health status by attempting
to quit smoking. In sum, these three demographic factors were associated with the number of
SSCA.
Contrasting Table 1 with Table 2, directions of associations between number of SSCA
and affiliated sect as well as perceived value were reversed. In the unadjusted model, both
perceived value and Sunnah sect were positively associated with SSCA, but these associations
were reversed once variance associated with all other variables was accounted for in the adjusted
model. This effect may represent a type of suppression effect that resulted from the linear
combinations of variables that were entered into the regression equation (Friedman and Wall
2005). To examine this observation further, analyses were conducted by sequentially adding each
independent variable into the unadjusted regression equation in order to identify the root source
of this potential suppression effect. During these sequential analyses, we monitored the incident
rate ratios (IRR) for associations between number of SSCA and affiliated sect as well as
perceived value. The majority of independent variables showed a gradual reduction in the value
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of IRR when added to the adjusted model, eventually causing the IRR to fall below 1.0, and
therefore reverse the direction of the associations. Thus, not just a single independent variable,
but the majority of independent variables accounted for the flip in the direction of the
associations. Our interpretation to this finding is that this statistical phenomenon was responsible
for the altered direction of association between perceived value and number of SSCA discussedabove, which resulted in a finding contrary to our hypothesis. In this regard, our failure to
measure the duration of quit attempts emerged as an important factor in producing a result that
was contrary to expectations. Therefore, not measuring duration of quit attempts may have
partially distorted our results and the resulting adjusted model may be displaying confounding by
other variables. With regard to affiliated sect, we believe that dichotomizing the variable during
analyses is related to the lack of diversity of sects within our sampling distribution. If larger
samples of various Muslim sects were sampled in future research, the relation between sect and
number of SSCA could be addressed better among US Muslim smokers.
The current study had some limitations. First, using convenience sampling techniques
limits the generalizability of these results to all adult US Muslim smokers. Second, because
participation was voluntary and data were collected online, response rate could not be
enumerated and consequently, rates of non-response remain unknown. Third, the cross-sectional
design hinders our ability to investigate causal relations for any of the observed associations.
Fourth, rules of tobacco use at the workplace were not measured. This may have limited our
capability to fully understand the association observed between employment status and number
of SSCA. Finally, the limited number of participants may have lowered the statistical power
needed to detect all associations, particularly those that involve moderating effects. Nevertheless,
data was collected from smokers in 23 states in the US, so the findings are not confined to a
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particular region of the country. Additionally, this was the first study to investigate the
associations between SSCA and cognitive as well as environmental factors among adult US
Muslim smokers using the SCT. Researchers who address cigarette smoking cessation in adult
US Muslim smokers should bear in mind two important implications for this study. First, more
SSCA is associated with more knowledge of the consequences, more positive attitudes, and
greater religiosity, all of which can be used to build future cigarette smoking cessation
interventions. Second, inadequate utilization of provider professional assistance in US Muslim
smokers may exacerbate the problems associated with elevated rates of smoking in this
population.
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Table 1. Descriptive Statistics, Unadjusted Incident Rate Ratio, 95% Confidence Interval, Standard
Error, and Significance Level from Poisson Regression on Number of Serious Cigarette Smoking
Cessation Attempts. Muslim Adult (≥ 18 years) Smokers in the United States
N
Mean
S.D.
UIRR (95% CI)
SE
p-value
Demographic Characteristics
Sex
Male
83
2.12
3.76
3.463 (1.756 - 6.832)
1.200
<.001
Female
49
0.61
1.24
[Reference]
Employment Status
Employed
93
1.43
3.48
0.764 (0.414 – 1.411)
0.239
.390
Not employed
39
1.87
2.19
[Reference]
Sect
Sunnah
51
2.31
4.46
2.130 (1.125 – 4.031)
0.693
.020
Something else
81
1.09
1.81
[Reference]
Health Insurance
No
14
2.21
2.01
1.493 (0.814 – 2.739)
0.462
.195
Yes
118
1.48
3.26
[Reference]
Income
0.866 (0.766 – 0.979)
0.054
.021
Age
0.970 (0.951 – 0.990)
0.010
.004
Self-assessed Health
0.988 (0.973 – 1.003)
0.008
.116
Cognitive Factors
Knowledge
1.987 (1.681 – 2.348)
0.169
<.001
Outcome expectations
1.876 (1.554 – 2.265)
0.180
<.001
Attitudes
2.243 (1.865 – 2.697)
0.211
<.001
Perceived value
1.708 (1.112 – 2.622)
0.374
.014
Self-efficacy
1.025 (1.013 – 1.037)
0.006
<.001
Environmental Factors
Vicarious learning – Family
No
91
1.33
3.48
0.641 (0.343 – 1.201)
0.205
.165
Yes
41
2.07
2.21
[Reference]
Vicarious learning – Friends
No
95
1.05
1.72
0.367 (0.191 – 0.708)
0.123
.003
Yes
37
2.86
5.11
[Reference]
Social norms - Family
6.177 (3.159 – 12.077)
2.113
<.001
Social norms - Friends
2.869 (1.783 – 4.617)
0.696
<.001
Acculturation
0.988 (0.983 – 0.994)
0.003
.001
Religiosity
1.017 (1.010 – 1.024)
0.004
<.001
Nicotine Dependence
1.458 (1.119 – 1.899)
0.197
.005
Tobacco use inside home
Not allowed
26
1.73
1.51
1.140 (0.662 – 1.962)
0.316
.637
Allowed
106
1.52
3.44
[Reference]
Discuss cigarette smoking cessation with doctor
No
27
3.15
5.68
2.732 (1.302 – 5.733)
1.033
.008
Yes
105
1.15
1.91
[Reference]
Abbreviations: N, Number of participants included in the analysis, Mean, Mean of the Number of SSCA across
Categorical Variables, S.D., Standard Deviation of the Number of SSCA, UIRR, Unadjusted Incident Rate
Ratio, CI, Confidence Interval, SE, Standard Error, Sig., Statistically Significant
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Table 2. Adjusted Incident Rate Ratio, 95% Confidence Interval, Standard Error, and Significance Level
from Poisson Regression on Number of Serious Cigarette Smoking Cessation Attempts. Muslim Adult (≥
18 years) Smokers in the United States
AIRR (95% CI)
SE
p-value
Demographic Characteristics
Sex
Male
1.682 (0.951 - 2.976)
0.490
.074
Female
[Reference]
Employment Status
Employed
0.467 (0.299 – 0.727)
0.106
.001
Not employed
[Reference]
Sect
Sunnah
0.485 (0.318 – 0.740)
0.105
.001
Something else or nothing in particular
[Reference]
Health Insurance
No
1.014 (0.605 – 1.699)
0.267
.958
Yes
[Reference]
Income
1.040 (0.909 – 1.190)
0.072
.568
Age
0.997 (0.976 – 1.019)
0.108
.800
Self-assessed Health
0.986 (0.977 – 0.996)
0.005
.005
Cognitive Factors
Knowledge
1.405 (1.098 – 1.798)
0.177
.007
Outcome expectations
1.257 (0.901 – 1.754)
0.214
.178
Attitudes
1.513 (1.122 – 2.041)
0.231
.007
Perceived value
0.744 (0.562 – 0.985)
0.107
.039
Self-efficacy
1.011 (0.998 – 1.023)
0.006
.091
Environmental Factors
Vicarious learning – Family
No
1.009 (0.654 - 1.558)
0.223
.967
Yes
[Reference]
Vicarious learning – Friends
No
1.389 (0.965 - 2.000)
0.258
.077
Yes
[Reference]
Social norms - Family
1.311 (0.721 – 2.384)
0.400
.374
Social norms - Friends
1.024 (0.778 – 1.349)
0.144
.863
Acculturation
1.002 (0.995 – 1.009)
0.004
.616
Religiosity
1.011 (1.002 – 1.020)
0.005
.016
Nicotine Dependence
0.867 (0.673 – 1.118)
0.112
.271
Tobacco use inside home
Not allowed
0.473 (0.299 – 0.750)
0.111
.001
Allowed
[Reference]
Discuss cigarette smoking cessation with doctor
No
0.957 (0.641 – 1.428)
0.196
.828
Yes
[Reference]
Abbreviations: AIRR, Adjusted Incident Rate Ratio, CI, Confidence Interval, SE, Standard Error, Sig.,
Statistically Significant
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Abstract
Objective. Muslims in the United States (US) exhibit high rates of tobacco use, which make
them more vulnerable to lung cancer. The current study investigated the associations between
Social Cognitive Theory factors and being interested in being screened for lung cancer in a
sample of adult Muslims in the US.
Methods. We examined a convenience sample of adult (≥ 18 years) Muslims who resided in the
US and had no personal history of lung cancer. A cross-sectional on-line survey was used to
collect data from November 2016 to March 2017. Binomial logistic regression analyses were
conducted to answer the research question.
Results. Two hundred seventy-one eligible participants from 30 states completed the
questionnaire, of which 59.9% expressed an interest in being screened for lung cancer.
Individuals were more likely to express an interest in lung cancer screening if they had 1) more
positive views about lung screening, 2) higher perceived value of screening, and 3) greater selfefficacy with regard to ability to undergo lung screening.
Conclusion. Cognitive factors can influence interest in lung screening. Lack of adherence to
lung screening guidelines was apparent in our sample. Improving attitudes to lung screening,
increasing perceived value of screening, and boosting self-efficacy regarding ability to complete
lung screening could be important factors to consider in devising future interventions aimed at
increasing interest in lung screening in adult US Muslims.
Key words: Muslims, Lung Screening, Cognitive Factors, Environmental Factors, Religiosity,
Acculturation.
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Introduction
Lung cancer is the leading cause of cancer-related death and the second most commonly
diagnosed cancer in the United States (US) [1]. It is estimated that 222,500 new cases and
155,870 deaths will be attributed to lung cancer in 2017 in the US [2]. In fact, mortality
attributed to lung cancer in the US exceeds the mortality attributed to colon, breast, and prostate
cancers combined [2]. In terms of etiology, smoking is the leading cause of lung cancer [3]. Even
though lung screening with low-dose computed tomography (LDCT) can result in potential
harm, such as risk for false-positive results, preventive screening with LDCT is associated with
16% reduction in lung cancer mortality among individuals who are at risk of lung cancer [4].
Therefore, the US Preventive Services Task Force (USPSTF) recommends annual preventive
LDCT screening for current and former smokers (unless they quit smoking more than 15 years
ago) aged 55 to 80 years, and who have at least 30 pack-year smoking history [5]. Pack-year is
calculated by multiplying packs smoked per day by years of smoking. It is estimated that 7
million individuals in the US are eligible for LDCT [6]. However, screening rates have only
ranged from 3.3% to 3.9% among eligible individuals over the past few years [6].
Individuals from minority groups exhibit lower survival rates due to lung cancer and
more advanced stages at diagnosis compared with the general population [7, 8]. As a minority
group in the US, the Muslim population ranges between 3 and 7 million [9, 10], and comprises
one of the fasting growing minorities in the US because of high fertility rate and increased
immigration [11]. Because they exhibit high rates of tobacco use [12, 13], US Muslims might be
at a higher risk for lung cancer and eligibility for lung screening.
With the exception of lung cancer incidence rate in Turkey (63.9 per 100,000) [14],
incidence rates of lung cancer in most Muslim-majority countries are comparable or less than the
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incidence rate in of lung cancer in the US (55.8 per 100,000) [15]. However, most Muslimmajority countries are developing countries, where poverty and poor health care systems can be
associated with under-diagnosis of diseases including lung cancer. Additionally, due to low lifeexpectancy in developing countries [16], diseases that usually associate with aging, such as lung
cancer, may be rarely reported. In contrast [17], minorities in the US hold certain beliefs that
interfere with prevention and early diagnosis of lung cancer [18, 19] and perceive more barriers
related to performing lung screening [20]. For example, US Muslims are reported to seek
alternative medicine such as spiritual healing in lieu of clinical care, or seek assistance and
support from community leaders and family members instead of health care professionals [21].
Therefore, their readiness to engage in preventive health measures, such as lung screening, is
expected to be worse compared with the rest of the US population [21].
Screening for lung cancer is a relatively new recommendation [5]. Hence, there is limited
research on psychosocial factors that promote or interfere with lung cancer screening with
LDCT, including research on US Muslims. The available literature has shown that higher
perceived personal benefits of screening was associated with interest in being screened for lung
cancer [22, 23]. In addition, interest in lung screening might be influenced by facilitators or
barriers. Facilitators included holding positive views about screening [24-26], discussing lung
screening with physicians [23, 27-30] and having health insurance that covers screening
expenses [20, 29, 30]. Barriers, however, included unawareness of lung screening guidelines [28,
29, 31], fear of potential negative consequences of screening [20, 22, 27, 29], or holding
fatalistic beliefs about lung cancer, especially when individuals are unfamiliar with screening
efficacy, safety, or eligibility [20, 24, 25, 32]. In terms of demographic characteristics, women,
elderly people, current smokers, and individuals with lower socioeconomic status were less
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interested in being screened for lung cancer [33]. However, US Muslim men exhibit elevated
rates of tobacco use compared to US Muslim women [17]. Therefore, US Muslim men might be
at a higher risk for lung cancer; therefore, more US Muslim men than women might be eligible
for lung screening. Consequently, prior research is scant on utilization of a comprehensive
theoretical framework, such as the Social Cognitive Theory (SCT) [34], to investigate the factors
that were associated with being interested in lung screening among adult US Muslims.
Understanding these associations is essential in guiding efforts to improve adherence to
preventive lung screening guidelines among eligible individuals.
To overcome the paucity of research on psychosocial factors that influence decisions to
engage in lung cancer screening, the current research project investigated the association of
psychosocial factors with being interested in lung screening in a sample of adult US Muslims
using the SCT as a theoretical framework [34]. This theory proposes that behavior is one of 3
components that interact during the decision-making process. Thus, 1) cognitive and 2)
environmental factors influence 3) behavioral decisions. According to the theory, cognitive
factors in terms of lung screening include 5 constructs: knowledge about the screening, outcome
expectations (i.e., perceived personal impact) of the behavior, perceived value of the behavioral
consequences of the behavior, personal overall views (i.e., attitudes) regarding the behavior, and
self-efficacy regarding ability to complete the behavior [35, 36]. The model also includes 3
constructs in terms of environmental factors: vicarious learning (i.e., learning by imitation),
perceived social norms, and barriers and facilitators to completing a particular behavior [3436].
Religiosity and acculturation are also environmental factors that may influence
individuals’ adoption of social norms. Religiosity refers to an individuals’ degree of adherence to
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the beliefs, doctrines, and practices of a particular religion [37]. Religiosity can influence social
norms as it measures the degree of compliance between individual religious attitudes and
teachings and norms of the religion in which he/she believes. Acculturation measures the level of
compliance with the host cultural environment [38]. Thus, religiosity and acculturation can
influence social norms, and therefore, influence behavior. Because the majority (63%) of US
Muslims are foreign-born [39], they may have distinct cognitive (e.g. beliefs) and environmental
(e.g., social norms) factors than other Americans. Therefore, we believe that the SCT was ideal
to utilize in this study due to its inclusion of cognitive and environmental factors that might be
associated with interest in lung screening.
Lung screening was introduced as a recommended preventive measure only in 2014 [5].
However, the current literature that examines the factors associated with interest in preventive
lung screening in the US Muslim population is scant. Because of the scarcity in research
investigating the associations between interest in lung screening and cognitive as well as
environmental factors in adult US Muslims, we examined lung screening based on SCT factors
known to influence screening for other types of cancer. With regard to knowledge and
perceived value, individuals are more likely to complete colorectal cancer screening if they
believe that colorectal cancer screening has positive consequences [40], and that prevention of
colorectal cancer is important to them [41]. In terms of outcome expectations and attitudes,
individuals are more likely to complete lung cancer screening if they believe that lung screening
has a positive personal impact on their health [22, 23], and if they hold positive views regarding
lung screening [24-26]. With regard to self-efficacy, individuals are more likely to complete
breast cancer screening if they have confidence in their ability to undergo the breast cancer
screening procedures [42].
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In terms of vicarious learning, individuals are more likely to undergo cervical cancer
screening if their friends and family members have done so [43]. With regard to perceived social
norms, individuals are more likely to undergo colorectal cancer screening if it is culturally
accepted, especially in terms of what friends and family members think [44]. Additionally,
religiosity may promote positive health practices, including general cancer screening [45].
Further, immigrants with lower acculturation (less compliance with US main culture) are less
likely to report having cervical cancer screening compared to immigrants who exhibit higher
acculturation [46]. Furthermore, individuals can be more likely to undergo lung cancer screening
if they have health insurance that covers the cost of screening [20, 29, 30], and if they discuss
lung screening with health care providers [23, 27-30]. Finally, although men are more likely than
women to use tobacco,[47] women tend to report higher perceived risk for consequences of
tobacco use,[48] making them more likely to have interest in lung screening.[49, 50] In sum,
several demographic, cognitive and environmental factors influence the likelihood of completing
cancer screening, but none of the previous studies used the SCT to examine screening for lung
cancer.
The current study aimed to examine the SCT factors that are associated with interest in
lung screening in a sample of adult Muslims in the US. The first objective was to investigate the
associations between SCT factors and interest in lung screening in a sample of adult US
Muslims. We hypothesized that participants of this study would be more likely to have interest in
lung screening if they thought that screening was associated with positive consequences, if they
thought they would gain health benefits due to lung screening, if they believed that the health
benefits were important to them, if they had positive views about lung screening, if they were
confident about their ability to have lung screening, if any of their friends or family members had
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had lung screening, or if they believed that lung screening was culturally accepted. The second
objective was to further address the impact of social norms by investigating the associations
between interest in lung screening and religiosity as well as acculturation. We hypothesized that
participants would be more likely to have an interest in lung screening if they exhibited greater
religiosity and higher acculturation. The last objective was to examine the interaction effect of
sex and tobacco use history on interest in lung screening. We hypothesized that sex would
moderate the association between tobacco use status and interest in lung screening such that only
women who report current tobacco use would be more interested in lung screening.
Methods
Design
We followed convenience sampling procedures to recruit participants. Eligibility criteria
included adult (≥18 years old) Muslims in the US. However, we excluded 8 participants with a
personal history of lung cancer because we believed they may have had lung screening at least
once as part of lung cancer management, which made them a fundamentally different group
compared to the general population. The data we used in this research study was collected
November 2016 through March 2017 as part of a larger cross-sectional design study. Procedures
were previously described [17].
Measures
The primary variable of interest (i.e., interest in lung screening) was assessed using one
item that inquired about whether participants would be interested in being screened for lung
cancer if it was made available to them for free [50]. In terms of cognitive factors, knowledge of
lung cancer screening was measured using three items that assessed efficacy, safety, and
eligibility of screening. The answers consistent with the state-of-science were summed to a final
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knowledge scale (0=least knowledge – 3=most knowledge). This method of assessing knowledge
is consistent with previous research [51]. Outcome expectations were measured by assessing
perceived impact of lung screening on the respondent’s personal health [52]. Perceived value
was measured by assessing participants’ perceived importance of the screening consequences
[53]. We assessed overall opinions about lung screening in order to measure Attitudes [54].
Five-point ordinal scales were used to assess responses to each of these 4 constructs as explained
previously [17]. Finally, using a continuous scale (0% – 100%), we measured participants’
confidence in their ability to undergo lung screening in order to assess self-efficacy [55].
In terms of environmental factors, 2 items measured vicarious learning through
assessing whether any first-degree family members or friends ever had undergone lung screening
[56]. Additionally, 2 items measured social norms through assessing perceived appropriateness
of lung screening among (1) first-degree family members and (2) friends [57]. Responses to
social norms items were assessed using a 5-point ordinal scale, and then transformed into a 3point ordinal scale. We used the Brief Acculturation Scale [58] and the Duke University Religion
Index [59] to measure acculturation and religiosity, respectively. During analysis, however,
overall scores for these 2 constructs were normalized to range from zero to 100. With regard to
barriers and facilitators, we used one item to assess whether participants discussed lung
screening with their physicians anytime during the past 12 months [60]. Lung screening
awareness was measured using one item that assessed whether participants ever heard of “lowdose computer tomography” [61]. Finally, the demographic characteristics were assessed as
described previously [17].
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Statistical Analysis
The bivariate associations between the primary variable of interest (i.e., interest in lung
screening) and SCT variables (i.e., cognitive and environmental factors) were individually
examined using unadjusted binomial logistic regression analyses. The variables that
demonstrated modest significance (p ≤ 0.1) in the bivariate analyses were included in an adjusted
binomial logistic regression model. Consistent with previous research investigating factors that
are associated with interest in lung screening [50], all variables were entered in the model in one
step. Finally, because US Muslim men exhibit elevated rates of tobacco use compared to US
Muslim women [17], we conducted a binary logistic regression model to examine the interaction
effect of sex and tobacco use history on interest in lung screening. For this purpose, tobacco use
history was dichotomized into 2 categories: 1) never used tobacco, and 2) currently or formerly
used tobacco.
Results
Three hundred seventy participants completed the questionnaire, of which 98 participants
did not meet the eligibility criteria (4 participants younger than 18 years old, 61 participants from
outside the US, 25 participants did not affiliate with Islam, and 8 participants had a personal
history of lung cancer). One duplicate record was identified. Eligible participants (n=271)
completed the questionnaire in English (n=180), Arabic (n=88), and Farsi (n=2), and Urdu (n=1).
Due to missing data, however, the logistic model was conducted using data from only 262
participants. Respondents’ age ranged from 19 to 70 (median age = 32). Three participants were
Hispanic or Latino/a. The majority of participants were foreign-born (60.2%). In terms of
tobacco use, 64.2% of participants reported being either former or current tobacco users. More
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than half of the sample (53.4%) were not aware of LDCT screening, yet the majority of
participants (59.9%) were interested in completing lung screening.
Based on age and smoking history, only 16 participants (5.9%) were eligible for LDCT
screening. Only one of them was asked by their health care provider about lung screening during
the 12 months prior to data collection. Additionally, none of them had completed screening at the
time of data collection. Chi-square analysis demonstrated that there was no significant
association between eligibility for screening and interest in lung screening. The SCT variables as
well as the demographic variables that were significantly related to interest in lung screening (11
variables) in bivariate analyses are presented in Table 1. Results from the adjusted binary logistic
regression model (Table 2) demonstrated that the likelihood of being interested in completing
lung screening was higher in individuals with more positive views about lung screening, higher
perceived value of the consequences of screening, and greater self-efficacy with regard to ability
to undergo lung screening. Finally, results of binary logistic regression analysis that addressed
the interaction effect between sex of respondent and tobacco use history on interest in lung
screening demonstrated that the interaction was not statistically significant (p = .455).
Discussion
This study aimed to investigate the associations between SCT factors and interest in
being screened for lung cancer in a sample of adult US Muslims. Due to the important
association between preventive cancer screening and religiosity and acculturation [45, 46], we
also investigated the associations between interest in being screened for lung cancer and
religiosity as well as acculturation. More than half of respondents have never heard of LDCT
lung screening, though we mentioned in the questionnaire other name by which the screening
test is known. This may indicate low health literacy among participants, which may partially
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explain why only 59.9% were interested in being screened for lung cancer even if it were made
available to them.
Even though 16 participants in our sample were eligible to be screened based on age and
smoking history, none of them had undergone lung screening, which indicated that this
preventive health measure was not widely being utilized by participants in the study sample. One
possible explanation for this finding might be lack of effective patient-provider communication,
as only one out of those 16 individuals was asked by their health care provider about lung
screening. Another explanation might be that physicians 1) are not aware of the lung screening
guidelines, or 2) are still reluctant to endorse such a relatively new recommendation. Thus, more
physicians will need to be encouraged to adopt the practice of recommending lung screening
once it is more widely used by leading health care institutions. Our last interpretation is that
physicians might give their attention to medical issues they believe have higher priority, such as
smoking cessation. Therefore, they might spend the time during health care encounters assisting
smokers to quit, rather than convincing them to undergo lung screening. This interpretation is
supported by a finding from another study on US Muslim smokers, in which the majority
(79.5%) of smokers reported discussing smoking cessation with their health care providers [62].
It is noteworthy that 12 out of those 16 screening-eligible participants were men, which can be
explained by higher rates of tobacco use in US Muslim men compared to US Muslim women.
Our results revealed that participants’ attitudes on lung screening, perceived value of the
screening consequences, and self-efficacy regarding ability to complete screening significantly
influenced their interest in undergoing lung screening. The direction of association for these
factors with screening was consistent with previous research [24-26, 41, 42]. This emphasizes
the key influence of individuals’ cognitive factors on interest in lung screening in US Muslims.
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Future research aiming to increase lung screening rates among eligible individuals may elect to
manipulate these cognitive factors, perhaps by educating patients to 1) enhance the perceived
value of screening benefits, 2) modify their personal views about screening, and 3) reduce the
impact of perceived barriers in order to boost individuals’ self-efficacy.
The relative lack of association between interest in being screened for lung cancer and
any environmental factors was a noteworthy observation. This finding, however, was not in line
with previous research findings regarding other types of cancer. In terms of screening for breast
and cervical cancers for instance, previous research has cited cultural and religion-related factors
to influence screening rates for US Muslims compared to other groups comprising the US
population [63, 64]. Therefore, the relative lack of association between environmental factors
and interest in lung screening indicates that participants may have thought of lung screening as a
personal decision to make after consulting with health care providers, and therefore, social
environment had little or no influence on this decision. This observation aligns with the
theoretical foundations of certain individual health behavior theories, such as the Health Belief
Model [65], that suggests that preventive health care-related decisions (i.e., uptake of preventive
health services) are influenced exclusively by cognitive factors such as perceived benefits and
self-efficacy. Another interpretation might be related to the relative recency of lung screening
guidelines [5] and low screening rate among eligible individuals [6], which results in lack of role
models from whom individuals can vicariously learn the behavior.
The association of knowledge with interest in lung screening in the unadjusted binary
logistic regression model was noteworthy. The direction of association was contrary to what we
expected based on the SCT, as individuals with more knowledge about lung screening reported
being less interested in undergoing lung screening. The unexpected direction of association
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might be related to the method knowledge was measured in this study. The answers consistent
with the state-of-science for the 3 items that assessed knowledge happened to be in the negative.
Therefore, some individuals may have scored higher on the knowledge scale due to their
pessimistic views or fatalistic attitudes about lung screening, not because of their true knowledge
about it. Another possible explanation for this finding is that individuals who were
knowledgeable of lung screening were also aware of potential harm that can be associated with
it, such as risk of false-positive results [4]. Worrying about such risks may have deterred
individuals from wanting to screen, and therefore, made them hold fatalistic beliefs about lung
cancer. Other studies also cited fatalism and worry about negative consequences as potential
barriers to lung screening [20, 24, 25, 32]. Nevertheless, when we adjusted for the effect of other
cognitive and environmental factors in the logistic regression model, the association between
interest in lung screening and knowledge was no longer significant. This may indicate that other
factors, such as overall views about the screening and perceived value of the consequences of
screening, are more influential in the decision-making process regarding undergoing screening
than knowledge of lung cancer screening.
The current study has certain limitations. First, recruitment was conducted online and it
was voluntary. Therefore, we are not able to estimate the number of individuals who were given
the chance to participate, and therefore, we are not able to estimate the response rate. Second,
due to sampling techniques, the majority of participants were younger than 55, and therefore,
they were not eligible for screening. This may partially explain the relatively little interest in
screening observed in the sample. Additionally, the recruitment procedure resulted in a relatively
young sample (median age = 32). Therefore, the findings might not be generalizable to
individuals who are eligible for lung screening. Further, the small percentage of individuals who
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were eligible to screen restricted our ability to compare and contrast results by screening
eligibility. Third, the cross-sectional design hindered our ability to identify any causal relations
between variables. Fourth, although lung screening is associated with a 16% reduction in lungcancer related mortality among eligible individuals [4], it is only a “B” recommendation by the
USPSTF, meaning that there is “high certainty that the net benefit is moderate or there is
moderate certainty that the net benefit is moderate to substantial” [5]. Therefore, some of the
findings we observed might be explained by health care providers not perceiving this
recommendation favorably. However, we did not measure whether participants actually had seen
a health care provider anytime during the past 12 months. So, low rate of discussing lung cancer
with physicians might be related to either 1) lack of recommendation by physicians or 2) not
seeing a physician at all during the past 12 months prior to data collection. Fifth, construct
validity is a concern for the knowledge scale due to the way it was measured as explained above.
Finally, recruitment followed convenience and snowball sampling procedures, which limits
generalizability to all adult Muslims in the US. However, data was collected from participants
who resided in 30 states across the US, which lessens this threat to external validity.
In spite of the mentioned limitations, we believe this study has presented important
findings with regard to interest in lung screening among US Muslims. This was the first study to
investigate the SCT factors that are associated with interest in lung screening among adult
Muslims in the US. Additionally, we utilized a sound theoretical framework that allowed for a
thorough review of the associations with interest in lung screening. We believe that including
such a comprehensive theoretical framework was advantageous because the majority of
participants were foreign-born. Therefore, they may have distinct health behavior attitudes due to
different cultural backgrounds. We expect this study to be a basis for future research into the
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development and evaluation of interventions that aim to improve adherence to preventive health
measures, such as preventive lung screening, in eligible adult US Muslims. Such interventions
can be based on demonstrating LDCT screening, demonstrating the value of screening, and
assisting and guiding individuals through the steps of completing the screening.
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Table 1. Descriptive Statistics, Unadjusted Odds Ratios, 95% Confidence Interval, and Wald Chi-Square from Binary Logistic Regression on
Interest in Lung Screening. Adult (≥ 18 years) Muslims in the United States
Interested in being Screened for Lung Cancer?
No
Yes
N=105 (40.1%)
N=157 (59.9%)

UOR (95% CI)

Wald

p-value

Demographic Characteristics
Sex
Age
Marital Status

Race
Employment Status

Female
Male
Married or living as married
Not married
White
Non-white
Employed
Not employed

Education (Scale from 1 – 4)
Income (Scale from 1 – 9)
No
Yes
Self-assessed health (Scale from 0 – 100)
Sunnah
Sect
Something else
No
Awareness of LDCT
Yes
No
Ever changed religion
Yes
Current user
Tobacco use status
Former user
Non user
Eligible
Eligibility for lung screening?
Not eligible
Cognitive Factors
Knowledge (Scale from 0 – 3)
Expectations (Scale from 1 – 5)
Perceived value (Scale from 1 – 5)
Attitudes (Scale from 1 – 5)
Self-efficacy (Scale from 0 – 100)
Health insurance

N=58 (46.8%)
N=47 (34.1%)
M=36.36 (SD=11.81)
N=82 (40.0%)
N=23 (40.4%)
N=71 (37.6%)
N=34 (46.6%)
N=72 (40.7%)
N=33 (38.8%)
M=2.82 (SD=1.02)
M=5.58 (SD=1.98)
N=11 (55.0%)
N=94 (38.8%)
M=85.24 (SD=19.44)
N=45 (34.1%)
N=60 (46.2%)
N=61 (43.6%)
N=44 (36.1%)
N=96 (38.9%)
N=9 (60.0%)
N=37 (39.4%)
N=9 (30.0%)
N=59 (42.8%)
N=98 (39.8%)
N=7 (43.8%)

N=66 (53.2%)
N=91 (65.9%)
M=34.68 (SD=11.53)
N=123 (60.0%)
N=34 (59.6%)
N=118 (62.4%)
N=39 (53.4%)
N=105 (59.3%)
N=52 (61.2%)
M=2.90 (SD=1.03)
M=5.20 (SD=1.94)
N=9 (45.0%)
N=148 (61.2%)
M=81.74 (SD=18.79)
N=87 (65.9%)
N=70 (53.8%)
N=79 (56.4%)
N=78 (63.9%)
N=151 (61.1%)
N=6 (40.0%)
N=57 (60.6%)
N=21 (70%)
N=79 (57.2%)
N=148 (60.2%)
N=9 (56.3%)

0.588 (0.357 – 0.967)
4.369
[Reference]
0.988 (0.967 – 1.009)
1.307
1.015 (0.558 – 1.846)
0.002
[Reference]
1.449 (0.839 – 2.501)
1.772
[Reference]
0.925 (0.545 – 1.571)
0.082
[Reference]
1.069 (0.839 – 1.360)
0.291
0.905 (0.796 – 1.029)
2.307
0.520 (0.207 – 1.301)
1.953
[Reference]
0.990 (0.977 – 1.004)
2.098
1.657 (1.007 – 2.728)
3.945
[Reference]
0.731 (0.444 – 1.202)
1.526
[Reference]
2.359 (0.814 – 6.839)
2.499
[Reference]
0.869 (0.510 – 1.482)
0.265
1.515 (0.626 – 3.665)
0.848
[Reference]
0.851 (0.307 – 2.361)
0.096
[Reference]

M=2.22 (SD=0.92)
M=2.11 (SD=0.95)
M=1.83 (SD=1.01)
M=2.64 (SD=1.06)
M=38.93 (SD=24.22)

M=1.45 (SD=1.03)
M=3.20 (SD=0.98)
M=3.21 (SD=0.99)
M=3.89 (SD=0.75)
M=63.06 (SD=25.37)

0.460 (0.349 - 0.606)
3.094 (2.256 - 4.244)
4.852 (3.211 - 7.332)
3.436 (2.541 - 4.647)
1.037 (1.026 - 1.048)
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30.431
49.089
56.226
64.257
41.646

.037
.253
.962
.183
.774
.590
.129
.162
.148
.047
.217
.114
.607
.357
.757

<.001
<.001
<.001
<.001
<.001

Environmental Factors
No
N=102 (41.0%)
N=147 (59.0%)
0.432 (0.116 – 1.610)
1.563
0.211
Yes
N=3 (23.1%)
N=10 (76.9%)
No
N=103 (42.6%)
N=139 (57.4%)
0.150 (0.034 - 0.661)
6.289
.012
Vicarious learning – Friends
Yes
N=2 (10.0%)
N=18 (90.0%)
[Reference]
Social norms – Family (Scale from 1 – 3)
M=2.10 (SD=0.44)
M=2.28 (SD=0.50)
2.204 (1.272 - 3.819)
7.935
.005
Social norms – Friends (Scale from 1 – 3)
M=2.06 (SD=0.41)
M=2.24 (SD=0.47)
2.623 (1.429 - 4.817)
9.679
.002
Religiosity (Scale from 0 – 100)
M=51.77 (SD=32.34)
M=62.71 (SD=32.39)
1.010 (1.003 - 1.018)
6.899
.009
Acculturation (Scale from 0 – 100)
M=56.57 (SD=29.20)
M=50.94 (SD=32.72)
0.994 (0.986 – 1.003)
1.826
.177
No
N=99 (39.6%)
N=151 (60.4%)
1.525 (0.478 – 4.864)
0.509
.476
Discussion with Physician
Yes
N=6 (50.0%)
N=6 (50.0%)
[Reference]
Abbreviations: N, Number, M, Mean, SD, Standard Deviation, UOR, Unadjusted Odds Ratio, CI, Confidence Interval, Wald, Wald Chi-square, Sig., Statistically Significant
at a level of 0.05
Vicarious learning – Family
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Table 2. Adjusted Odds Ratios, 95% Confidence Interval, and Wald Chi-Square from Binary Logistic
Regression on Interest in Lung Screening. Adult (≥ 18 years) Muslims in the United States
AOR (95% CI)
Wald
p-value
Sig.
Demographic Characteristics
Sex
Female
0.740 (0.349 - 1.572)
0.612
.434
Male
[Reference]
Sect
Sunnah
1.131 (0.457 - 2.799)
0.071
.791
Something else or nothing in particular
[Reference]
Cognitive Factors
Knowledge
0.695 (0.466 - 1.037)
3.180
.075
Expectations
1.472 (0.968 - 2.237)
3.267
.071
Perceived value
1.743 (1.176 - 2.585)
7.643
.006
*
Attitudes
2.296 (1.384 - 3.809)
10.353
.001
*
Self-efficacy
1.018 (1.004 - 1.032)
6.571
.010
*
Environmental Factors
Vicarious learning – Friends
No
0.237 (0.029 - 1.916)
1.824
.177
Yes
[Reference]
Social norms - Family
0.567 (0.172 - 1.867)
0.871
.351
Social norms - Friends
0.785 (0.222 - 2.784)
0.140
.708
Religiosity
1.006 (0.993 - 1.020)
0.773
.379
Abbreviations: AOR, Adjusted Odds Ratio, CI, Confidence Interval, Wald, Wald Chi-square, Sig., Statistically Significant at
a level of 0.05
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Chapter Five
Summary and Conclusion
Summary of Context and Background
Tobacco use is the leading cause of premature death and preventable illness nationally
and globally.1,2 In terms of mortality, tobacco use is associated with approximately 1,300 deaths
every day in the United States (US), which constitute 20% of all deaths in the US.1 In terms of
morbidity, tobacco use is associated with several life-threatening diseases, including lung
cancer.1 Even though prevalence rates of cigarette smoking in the US have declined over the past
few decades, the overall rate of use of any tobacco product has been constant (21.3%) over the
past few years.3 In sum, tobacco use continues to be a major cause of premature death and
preventable illness in the US.
The US Preventive Services Task Force (USPSTF) and the Community Preventive
Services Task Force recommend that physicians encourage current tobacco users to quit, assess
their readiness to quit, provide pharmaceutical and behavioral assistance, and arrange for followup and future support.4,5 Additionally, the USPSTF recommends annual lung screening for
certain current and former smokers in order to reduce mortality and morbidity associated with
lung disease through early detection.6 Current and former smokers might be eligible for
preventive annual lung screening based on their smoking history, age, and health status.6
Prevalence of tobacco use and readiness to quit smoking vary based on demographic
factors.7-11 For example, US Muslims exhibit elevated tobacco use rates.12,13 Thus, they may
exhibit higher morbidity and mortality rates in comparison with the rest of the US population.
Additionally, as the majority of this population is foreign-born,14 their receptiveness to smoking
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cessation campaigns,15 as well as their interest in being screened for lung cancer,16 might be
related to their acculturation level. With its high fertility rate and increased immigration, the US
Muslim population is one of the fastest growing populations in the US.17 Therefore, their healthrelated behavior, such as tobacco use, smoking cessation, and interest in lung screening, is
becoming more noticeable, and may increasingly constitute a more salient health issue in the US.
Previous studies that explored factors associated with tobacco use in Muslims in the US
were limited to certain ethnicities, certain age categories, or area of data collection. Additionally,
there was a gap in the literature concerning the SCT factors associated with serious smoking
cessation attempts (SSCA) among US Muslim smokers. Further, no prior studies have explored
the SCT factors that are associated with being interested in undergoing lung screening among US
Muslims. Most importantly, no prior studies used a comprehensive behavioral model that
encompasses cognitive (e.g., self-efficacy) as well as environmental factors (e.g. social norms) to
investigate the factors that are associated with tobacco use, SSCA, and interest in lung screening.
Understanding the overall impact of cognitive and environmental factors on tobacco use status,
SSCA, and interest in lung screening is important as it may guide devising future interventions
aimed at reducing tobacco use rates, especially cigarette smoking rates, and promoting lung
cancer among eligible US Muslim individuals.
Due to its inclusion of cognitive and environmental factors, the Social Cognitive Theory
(SCT) 18 is well-suited to investigate the above-mentioned outcomes in US Muslims. This
theoretical model proposes that 2 sets of factors (i.e., cognitive and environmental) influence
each other and influence behavior. Cognitive factors include knowledge of the consequences,
outcome expectations, perceived value of the consequences, attitudes regarding the behavior, and
self-efficacy in terms of one’s confidence in their ability to perform the behavior. Environmental
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factors include vicarious learning (i.e., learning through observing others), perceived social
norms (i.e., cultural standards), and barriers and facilitators influencing behavior. Based on this
theoretical model, the current dissertation aimed to examine the associations between SCT
factors and 1) tobacco use, 2) number of SSCA, and 3) interest in lung screening in a sample of
adult Muslims in the US.
Summary of Methods
A cross-sectional design was utilized to collect data between November 2016 and March
2017 from a convenience sample of adult (≥ 18 years old) US Muslims who had no personal
history of lung cancer. Participants were recruited online using social media sites, as well as
through local Islamic centers and organizations in the US. We used Qualtrics platform 19 as a
survey tool to collect responses online. The questionnaire is attached below (Appendix 1).
Summary of Findings
The sample demographic characteristics are presented in Table 1. For the first study, 271
eligible participants completed the questionnaire. More than half (52.8%) of the sample reported
current tobacco use, and more than half of current users (n=74, 51.7%) reported concurrent use
of more than one tobacco product. Men were more likely than women to report current tobacco
use. Cigarettes and water-pipes were the most commonly used tobacco products. Even though
the majority (60.2%) of the sample was foreign-born, two-thirds (66.4%) of the sample
completed the questionnaire in English. The findings of the multinomial logistic regression
analyses demonstrated that several cognitive and environmental factors were significantly
associated with tobacco use status. In terms of association with current use as opposed to non-use
of tobacco, individuals with 1) higher perceived impact of tobacco use on personal health, and 2)
higher confidence in ability to abstain from tobacco, were less likely to report current tobacco
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use. With regard to environmental factors, individuals with no tobacco users among their firstdegree family members - as opposed to those who have at least one tobacco user among firstdegree family members - were less likely to report current tobacco use. Finally, there was a
significant interaction between sex and attitudes in association with tobacco use status.
Compared with men who had negative views on tobacco use, women with negative views on
tobacco use were less likely to report current tobacco use. This finding indicated that sex of
respondent plays a moderating effect in the relation between attitude and tobacco use.
In terms of association with former tobacco use as opposed to non-use, increased
knowledge about the general expectations of tobacco use was associated with a greater
likelihood of being a non-user. With regard to environmental factors, individuals were more
likely to report former tobacco use rather than non-use if they had no tobacco users among their
friends and if they reported higher religiosity. Finally, individuals with higher self-assessed
health were less likely to report former tobacco use rather than non-use.
The sample for the second study included 132 adult US Muslim current smokers who met
the eligibility criteria. Again, even though the majority (58.9%) of participants were foreignborn, the majority of them (68.9%) completed the questionnaire in English. Sixty-two smokers
(47.0%) seriously attempted to quit smoking at least once over the past 12 months. Among those
who had at least one SSCA, 24 used nicotine replacement, 31 smokers reported not using any
form of assistance, and the rest reported using either prescription medications or counseling.
Only 3 smokers reported using both prescription medications and counseling to aid with SSCA.
Results of adjusted Poisson regression analysis demonstrated that smokers reported more serious
smoking cessation attempts if they 1) had more knowledge about the consequences of smoking
cessation, 2) had more positive attitude regarding quitting, and 3) reported greater religiosity.
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Additionally, smokers reported fewer serious smoking cessation attempts if they 1) were
employed, 2) affiliated with Sunnah sect, 3) reported better self-assessed health, 4) reported
higher perceived value for quitting, and 5) indicated that using tobacco was not allowed inside
the home.
The third sample was composed of 271 adult US Muslims who met the eligibility criteria.
More than half of participants (59.9%) were interested in being screened for lung cancer. Based
on age and smoking history, 16 participants (5.9%) might have been eligible to screen with
LDCT, the majority of which (n=12, 75%) were men. Among these 16 participants, none had
been screened at the time of data collection, and only one participant was asked by their health
care provider about lung screening during the 12 months prior to data collection. Greater
likelihood of being interested in screening for lung cancer was associated with more positive
views on lung screening, higher perceived value for the consequences of screening, and greater
self-efficacy regarding ability to perform the screening. According to the binary logistic
regression model results, none of the environmental factors showed significant association with
interest in lung screening at a p-value of ≤ 0.05.
Discussion and Conclusions
The results of this dissertation suggest that behaviors related to tobacco use and number
of SSCA can be influenced by a myriad of cognitive and environmental factors. For example,
factors that were associated with tobacco use status, or with SSCA, included demographic,
cognitive, and environmental factors. Therefore, individuals’ tobacco-related behaviors could be
influenced by cognitive and social influences, such as self-assessed health and religiosity. Future
interventions aimed at reducing tobacco use in this population might include relevant cognitive
and environmental factors based on the results of this research.
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Knowledge of the consequences of behavior was a significant factor in the first and
second studies. These significant associations indicate the importance of this construct in
influencing tobacco use-related behavior. Considering the impact of health education on level of
knowledge, especially in terms of tobacco use-related behaviors,20 our findings suggest that one
way to fight the tobacco use epidemic in adult US Muslims is through promoting health
education about the consequences of continuing to use tobacco, and the consequences of
smoking cessation.
Religiosity was significantly associated with tobacco use status and with the number of
SSCA. Therefore, religion-based interventions to curb tobacco use might be a focus for future
research, especially in terms of encouraging cigarette smokers to quit. Our findings suggest that
religiosity can promote smoking cessation, but the relation with tobacco use is less clear.
Because former smokers reported more religiosity than non-users, they may have used their
religious beliefs to facilitate smoking cessation. However, future longitudinal studies are
required to further investigate this relation in order to more clearly understand the effect of
religiosity on tobacco-related behavior, and to examine how this construct can be included in
future interventions aimed at curbing tobacco use.
In contrast to findings on tobacco use and smoking cessation, we found that interest in
undergoing lung screening was mostly influenced by cognitive factors. This finding, however,
was not consistent with previous research on breast and cervical screening among US Muslim
women that found that culture and religion-related factors can influence screening rates for US
Muslim women compared to other groups comprising the US population.21,22 This difference in
findings, however, might be attributed to difference in behaviors between men and women in
terms of preventive cancer screening. This interpretation is supported by a finding in the third
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study, which demonstrated that a higher percentage of men (66%) compared to women (53%)
were interested in lung screening, with this difference being statistically significant (p-value =
.037). Another interpretation might be that lung screening procedures were not perceived to
conflict with religious or cultural modesty beliefs and practices, and therefore, lung screening
was more acceptable among Muslims. Previous research has indicated this barrier in terms of
cervical and breast cancer among US Muslim women.23 To date, no research has explored this
issue in terms of lung cancer screening. The last interpretation for lack of relative significance of
environmental factors could be related to scarcity of role models who underwent lung screening,
and whom others (e.g., family members, friends) can vicariously learn from. This is attributed to
substantially low screening rate among individuals who are eligible for lung screening.24
We believe that utilizing the SCT as a theoretical framework in this research allowed for
collection of rich data that provided important conclusions about adult US Muslims’ behavior in
terms of tobacco use, smoking cessation, and lung screening. For example, cognitive factors
have shown significant associations with the studied outcomes, which yielded more meaningful
understanding of the nuances of adult US Muslims’ behavior in terms of the studied outcomes.
Additionally, using the SCT made it possible to differentiate between several cognitive factors
allowing us to know which factors are more important in each of the studied outcomes. For
instance, we found that perceived value, attitudes, and self-efficacy are more important than
knowledge and expectations in terms of interest in lung screening. In terms of environmental
factors, we found that only some factors were significantly associated with the studied outcomes.
For example, vicarious learning was significantly associated with tobacco use status, but was not
significantly associated with number of SSCA nor with interest in lung screening. Additionally,
perceived social norms were significantly associated with the studied outcomes in the unadjusted
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regression models, but were not significantly associated with any of the studied outcomes in the
adjusted models. Another construct that was not significantly associated with the studied
outcomes was acculturation, which included several factors as parts of its scale including
immigration status. Even though acculturation was significantly related to tobacco use and
number of SSCA in the unadjusted regression models, it was not significantly associated with
any of the studied outcomes in the adjusted models. The observation might be explained by lack
of influence for perceived cultural standards and acculturation on the studied outcomes among
adult US Muslims. Another interpretation might be that the observed associations in the
unadjusted models are explained by other factors that were included in the adjusted models.
Future research are required to fully understand these observations, perhaps through exploring
the association of social norms and acculturation with other SCT factors, especially if a larger
sample is utilized allowing for higher statistical power in detecting significant associations.
Consistent with the general Muslim population in the US,14 the majority of participants in
our study were foreign-born. Due to having spent part of their lives outside the US, they may not
have had sufficient education about the overall detrimental consequences of tobacco use on
societies, as well as personal impact of tobacco use on health. This makes patient-provider
communication more essential as it promotes patient health education and increases awareness of
the negative consequences of tobacco use. This, however, might be a challenge with regard to
Muslim patients who seek health care in the US. Certain barriers (e.g., language barriers) may
limit patient-provider communication. For example, the percentages of participants who reported
discussing tobacco use, smoking cessation, and lung screening with their health care providers
anytime over the past 12 months were only 68.3%, 79.5%, and 4.6%, in the first, second, and
third studies, respectively. Additionally, among those who were eligible to obtain lung cancer
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screening (16 participants) in Study 3, only one participant was reportedly asked by their health
care provider about lung screening during the 12 months prior to data collection. In sum, lack of
effective patient-provider communication in the sample might be a barrier to curbing tobacco use
rates and adhering to lung screening guidelines among eligible US Muslim individuals.
This research study has demonstrated some unique characteristics for the adult US
Muslim population in terms of tobacco use, number of serious smoking cessation attempts, and
interest in lung screening. Even though the majority of this population is foreign-born, our
findings indicated that some environmental and cultural factors (e.g., acculturation, social norms)
were not associated with any of the studied outcomes in adjusted regression model, as mentioned
above. Additionally, vicarious learning was associated with tobacco use status, but not with
number of serious smoking cessation attempts or interest in lung screening. Therefore, the
uniqueness of this population, reflected by significant associations with the studied outcomes,
was mainly exhibited by cognitive beliefs, not by environmental factors. In sum, despite cultural
and environmental uniqueness of adult US Muslims in comparison with the rest of the US
population, individuals’ cognitive factors were more significant than cultural factors in
influencing the studied outcomes.
According to the USPSTF, eligibility for preventive annual lung screening is based on
several factors that include smoking history, but not use of other tobacco products.6 However,
more than half (51.7%) of current tobacco users in our first study reported concurrent use of
more than one tobacco product. This complicates the decision-making process regarding
recommending lung screening that primarily takes smoking history into account without
considering alternative forms of tobacco use. We believe that lack of comprehensive guidelines
concerning users of other tobacco products, such as water-pipes, should not necessarily exclude
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these tobacco users from being referred for lung screening. Therefore, health care providers
should be encouraged to assess the intensity of all forms of tobacco use, and therefore, make
individualized decisions on whether tobacco users should be referred for lung screening.
Additionally, studies in the future should investigate the reduction in morbidity and mortality due
to lung screening among users of other common types of tobacco products. With current
controversies concerning lung screening,25 patient-provider communication, along with shareddecision making, are even more essential in the decision-making process regarding
recommending lung screening.
Limitations & Strengths
This dissertation study has certain limitations that should be noted. First, due to the crosssectional nature of the study design, we were not able to identify any causal relations for the
observed associations. For example, the association of lower self-efficacy with current tobacco
use could be interpreted by lower self-efficacy being the outcome, and not the predictor, of
current tobacco use. Further, in the first study, we could not identify the factors that predicted
switching among different tobacco uses statuses. Future research may address these potential
relations by utilizing longitudinal research designs. Second, because recruitment was conducted
online and was voluntary, we could not enumerate the number of individuals who had the chance
to participate in the questionnaire, and therefore, we were not able to determine the response rate.
As a result, non-response bias might be a significant concern. Third, recruitment procedures (i.e.,
convenience and snowball sampling procedures) may add a limitation concerning selection bias
as participants were not randomly selected. For example, the majority of the sample completed
the questionnaire in English or Arabic, with few respondents who completed the questionnaire in
Farsi or Urdu. Additionally, our sample was significantly younger than the US population, as
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shown in Table 1. This may limit the external validity of the findings, and therefore, we are
unable to generalize the results to the general adult Muslim US population. However, we
believed that following this recruitment technique was necessary because of the small percentage
of Muslims in the US. Additionally, this limitation is lessened by the fact that the study
participants were residents in several states across the US (30 states for the first and third studies,
and 23 states for the second study). Fourth, Zip Codes were not measured in the questionnaire.
Therefore, comparing responses based on urban/rural residence was not possible. Fifth, relying
on self-reported data and single-item measures that were not previously validated may lessen the
reliability and validity of our findings. Finally, due to small sample size, the study may have had
inadequate statistical power to detect significant associations. Therefore, results should be
interpreted with caution as reliability of the findings may be a concern.
The limitations mentioned above are outweighed by the innovation associated with
studying a sample that is rarely examined in the literature. This was the first study to assess
tobacco use, number of serious attempts to quit smoking, and interest in lung screening in a
sample of adult Muslims in the US. Additionally, this is the first study to utilize a comprehensive
behavioral model, which allowed for the theoretically sound investigation of the associations
between the outcomes of interest and environmental factors as well as cognitive factors.
Addressing the socioeconomic factors in this research was crucial because the majority of US
Muslims are foreign-born,14 and therefore, they may have cultural and social norms that are
different from prevailing cultural and social norms for the rest of the US population. Finally, the
study questionnaire was administered in 4 languages (i.e., Arabic, English, Farsi, and Urdu) in
order to maximize the response rate. The selection of these languages followed previous research
examining Muslims in the US.14
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Overall, identifying the factors associated with the three mentioned outcomes is
anticipated to guide future research that aim to curtail tobacco use and promote adherence to
lung screening guidelines in adult US Muslims. Agencies interested in research related to
preventive health care, such as USPSTF, may need to investigate the harms caused by use of
other tobacco products, and therefore, publish guidelines concerning lung screening needs and
recommendations for individuals who use other tobacco products, or a combination of different
tobacco products.
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Table 1. Demographic Characteristics and One-sample t-test. A Sample of Muslim Adults (≥ 18 years) in
the United States
(Column Percentages and Significant Difference Statistics)
Statistics of Significant
Demographic
US Population
Categories
Our Sample
Difference of Sample from
*
Characteristics
Statistics
the US Population
Male
53.5%
49.2%
Sex
t(270) = 1.418, p = .157
Female
46.5%
50.8%
Adults Mean Age
35.4
42.0
t(270) = -9.350, p < .001
White
72.3%
76.9%
Race
t(270) = 1.680, p = .094
Non-white
27.7%
23.1%
Employed
66.8%
63.1%
Employment Status
t(270) = 1.287, p = .199
Not employed
33.2%
36.9%
No
7.7%
8.8%
Health insurance
t(270) = 0.646, p = .519
Yes
92.3%
91.2%
Abbreviations: t, One-sample t-test, p, significance level or p-value, * Parameters are based on information from
US Bureau of Labor Statistics 26 and US Census Bureau.11,27,28
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Appendix 1: The study questionnaire

Start of Block: Default Question Block

Q0.1 Choose language/اللغة اختر/کنید انتخاب را زبان/کریں انتخاب کا زبان

o English (1)
o ( العربية2)
o ( فارسی3)
o ( اردو4)
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Q0.2
I am willing to participate in this questionnaire

o Yes (1)
o No (2)
End of Block: Default Question Block
Start of Block: Block 1

I1 The purpose of this survey is to learn about your viewpoint with regard to tobacco use and
lung screening. The first section is about tobacco use. Please answer based on your own beliefs
or behaviors. There are no right or wrong answers.

Q1 Have you smoked at least 100 cigarettes in your entire life?

o No (1)
o Yes (2)

Q2 How often do you now smoke cigarettes?

o Not at all (1)
o Some days (2)
o Every day (3)
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Q3 Which of the following products have you tried, even just one time? (Please check all that
apply. If you did not use any of the following products, please check "I did not use any of these
products")

▢Cigarettes (1)
▢Shisha or Hookah (waterpipe, narghile, goza, or hubble bubble pipes) (2)
▢Snus (3)
▢Electronic cigarettes (e-cigarettes or vaporizers) (4)
▢Khat (Catha edulis) (5)
▢Bidis (6)
▢Kretek (7)
▢Chewing tobacco (pan/gutka or ghutka) (8)
▢Cigar (9)
▢Smokeless tobacco (10)
▢Cigarillos (11)
▢Biri (12)
▢Betel nut (Areca nut) (13)
▢Pipe (14)
▢Other products (Please specify) (15)
________________________________________________

▢I did not use any of these products (16)
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Q4 During the past 30 days, did you use any form of tobacco mentioned above?

o No (1)
o Yes (2)

Q5 How often do you use tobacco?

o More than once a day (1)
o One a day (2)
o A few time a week (3)
o Once a week (4)
o Two or 3 times a month (5)
o Once a month (6)
o Once every few months, or less often (7)

Q6 How old were you when you first started to use tobacco fairly regularly?
________________________________________________________________
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Q7 How likely is it that tobacco users, in general, will contract diseases or die due to tobacco
use?

o More than 80% likely (1)
o 60%-80% likely (2)
o 40%-60% likely (3)
o 20%-40% likely (4)
o Less than 20% likely (5)
End of Block: Block 1
Start of Block: Block 2

Q8 How much do you think it would affect your health if you were to use tobacco?

o Not at all (1)
o A little (2)
o Somewhat (3)
o A lot (4)
o Extremely (5)
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Q9 What is your overall opinion of using tobacco?

o Very negative (1)
o Negative (2)
o Neither negative nor positive (3)
o Positive (4)
o Very positive (5)

Q10 How important is it to you that you abstain from tobacco?

o Not at all important (1)
o Slightly important (2)
o Moderately important (3)
o Very important (4)
o Extremely Important (5)

Q11 On a scale from 0% to 100%, how certain are you that you could abstain from using
tobacco, such as when you spend time with friends who use tobacco?
0
Degree of Certainty (1)
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End of Block: Block 2
Start of Block: Block 3

Q12 Among your best friends, is at least one of them a tobacco user?

o No (1)
o Yes (2)

Q13 Among your first-degree family members (spouse, parents, brothers, sisters, sons,
daughters), is at least one of them a tobacco user?

o No (1)
o Yes (2)

Q14 My friends think that using tobacco products is:

o Absolutely inappropriate (1)
o Slightly inappropriate (2)
o Neither inappropriate nor appropriate (3)
o Slightly appropriate (4)
o Absolutely appropriate (5)
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Q15 My family members think that using tobacco products is:

o Absolutely inappropriate (1)
o Slightly inappropriate (2)
o Neither inappropriate nor appropriate (3)
o Slightly appropriate (4)
o Absolutely appropriate (5)
End of Block: Block 3
Start of Block: Block 4

Q16 Which statement best describes the rules about using tobacco inside your home?

o Using tobacco is not allowed anywhere inside my home (1)
o Using tobacco is allowed some places or at some times (2)
o Using tobacco is allowed anywhere inside my home (3)

Q17 During the past 12 months, has a doctor or other health professional asked you about your
tobacco use status?

o No (1)
o Yes (2)
End of Block: Block 4
Start of Block: Block 5
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I2
The second section of the questionnaire is about smoking and attempts to quit smoking. Please
answer based on your own beliefs or behaviors. There are no right or wrong answers.

Q18 During the past 12 months, how many times have you stopped smoking for one day or
longer because you were trying to quit smoking?
________________________________________________________________

Q19 On average, how many cigarettes do you smoke a day?
________________________________________________________________

Q20 How likely is it that quitting smoking, in general, will reduce chances of diseases or death?

o More than 80% likely (1)
o 60%-80% likely (2)
o 40%-60% likely (3)
o 20%-40% likely (4)
o Less than 20% likely (5)
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Q21 How much do you think it would benefit your health if you were to quit smoking?

o Not at all (1)
o A little (2)
o Somewhat (3)
o A lot (4)
o Extremely (5)

Q22 What is your overall opinion of quitting smoking?

o Very negative (1)
o Negative (2)
o Neither negative nor positive (3)
o Positive (4)
o Very positive (5)
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Q23 How important is it to you that you quit smoking and live a longer life?

o Not at all important (1)
o Slightly important (2)
o Moderately important (3)
o Very important (4)
o Extremely important (5)

Q24 On a scale from 0% to 100%, how certain are you that you could succeed in completely
giving up smoking during the next 6 months, if you decided to do so?
0

10 20 30 40 50 60 70 80 90 100

Degree of Certainty (1)

End of Block: Block 5
Start of Block: Block 6

Q25 Among your best friends, is at least one of them a former smoker?

o No (1)
o Yes (2)
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Q26 Among your first-degree family members (spouse, parents, brothers, sisters, sons,
daughters), is at least one of them a former smoker?

o No (1)
o Yes (2)

Q27 My friends think that quitting smoking is:

o Absolutely inappropriate (1)
o Slightly inappropriate (2)
o Neither inappropriate nor appropriate (3)
o Slightly appropriate (4)
o Absolutely appropriate (5)

Q28 My family members think that quitting smoking is:

o Absolutely inappropriate (1)
o Slightly inappropriate (2)
o Neither inappropriate nor appropriate (3)
o Slightly appropriate (4)
o Absolutely appropriate (5)
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Q29 During the past 12 months, has a doctor or other health professional talked to you about
quitting smoking?

o No (1)
o Yes (2)

Q30 Which of these methods have you used during the past 12 month to help with quitting
smoking? (Check all that apply)

▢Nicotine replacement, such as gum, patch, lozenges, spray, inhaler (1)
▢Prescription medications, such as Wellbutrin SR, Chantix (2)
▢Counseling or behavioral support (3)
▢Attempted to quit smoking without any help (4)
Q31 How soon after you wake up do you smoke your first cigarette?

o Within 5 minutes (1)
o Within 31-60 minutes (2)
o Within 6-30 minutes (3)
o After 60 minutes (4)
End of Block: Block 6
Start of Block: Block 7
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I3
The next few questions will ask you about lung screening using “Low Dose Computed
Tomography”, which is also known as CT scan or CAT scan. Please answer based on your own
knowledge.

Q32 Have you heard of “low-dose computed tomography (LDCT)”, a test to screen for lung
cancer (also known as CT scan or CAT scan)?

o No (1)
o Yes (2)

Q33 Have you ever had low-dose computed tomography (LDCT), a test to screen for lung cancer
(also known as CT scan or CAT scan)?

o No (1)
o Yes (2)

Q34 How long ago did you have your most recent low-dose computed tomography (LDCT), a
test to screen for lung cancer (also known as CT scan or CAT scan)?
________________________________________________________________
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Q35 Would you be interested in being screened for lung cancer if it were available to you for
free?

o No (1)
o Yes (2)

Q36 Screening for lung cancer is enough to protect against lung cancer.

o False (2)
o True (3)

Q37 Screening for lung cancer is safe (not associated with any risk to health).

o False (1)
o True (2)

Q38 All smokers should screen for lung cancer regardless to their age.

o False (1)
o True (2)
End of Block: Block 7
Start of Block: Block 8
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Q39 How much do you think it would benefit your health if you were to have lung screening
using low-dose computed tomography, also known as CT scan or CAT scan?

o Not at all (1)
o A little (2)
o Somewhat (3)
o A lot (4)
o Extremely (5)

Q40 What is your overall opinion of lung screening using low-dose computed tomography, also
known as CT scan or CAT scan?

o Very negative (1)
o Negative (2)
o Neither negative nor positive (3)
o Positive (4)
o Very positive (5)
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Q41 How important is it to you that you have lung screening using low-dose computed
tomography, also known as CT scan or CAT scan?

o Not at all important (1)
o Slightly important (2)
o Moderately important (3)
o Very important (4)
o Extremely important (5)

Q42 On a scale from 0% to 100%, how certain are you that you could schedule and undergo a
lung screening test using low-dose computed tomography, also known as CT scan or CAT scan?
0

10 20 30 40 50 60 70 80 90 100

Degree of Certainty (1)

End of Block: Block 8
Start of Block: Block 9

Q43 Among your best friends, has at least one of them had lung screening?

o No (1)
o Yes (2)
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Q44 Among your first-degree family members (spouse, parents, brothers, sisters, sons,
daughters), has at least one of them had lung screening?

o No (1)
o Yes (2)

Q45 My friends think that lung screening is:

o Absolutely inappropriate (1)
o Slightly inappropriate (2)
o Neither inappropriate nor appropriate (3)
o Slightly appropriate (4)
o Absolutely appropriate (5)

Q46 My family members think that lung screening is:

o Absolutely inappropriate (1)
o Slightly inappropriate (2)
o Neither inappropriate nor appropriate (3)
o Slightly appropriate (4)
o Absolutely appropriate (5)
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Q47 During the past 12 months, has a doctor or other health professional talked to you about
lung screening?

o No (1)
o Yes (2)

I4
The next few questions will ask you about language, self-identity, and religious beliefs and
practices. Please answer based on your beliefs or behaviors. There are no right or wrong answers.

Q48 Which language do you prefer to speak?

o English (1)
o A different language (The language of my family’s ethnic background) (2)

Q49 Do you identify yourself as:

o American (1)
o A different identity (My family’s ethnic background) (2)
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Q50 How often do you attend places of worship or other religious meetings?

o Never (1)
o Once a year or less (2)
o A few times a year (3)
o A few times a month (4)
o Once a week (5)
o More than once every week (6)

Q51 How often do you spend time in private religious events? (For example: prayer, meditation
or religious education)

o Rarely or never (1)
o A few times a month (2)
o Once a week (3)
o Two or more times/week (4)
o Daily (5)
o More than once a day (6)
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Q52 In my life, I experience the presence of the Divine (God).

o Definitely not true (1)
o Tends not to be true (2)
o Unsure (3)
o Tends to be true (4)
o Definitely true of me (5)

Q53 My religious beliefs are what really lie behind my whole approach to life.

o Definitely not true (1)
o Tends not to be true (2)
o Unsure (3)
o Tends to be true (4)
o Definitely true of me (5)
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Q54 I try hard to carry my religion over into all other dealings in life.

o Definitely not true (1)
o Tends not to be true (2)
o Unsure (3)
o Tends to be true (4)
o Definitely true of me (5)
End of Block: Block 9
Start of Block: Block 10

I5
This is the last section of the questionnaire. The next few questions will ask you about your
characteristics. There are no right or wrong answers, please answer based on your knowledge.

Q55 Are you male or female?

o Male (1)
o Female (2)

Q56 What is your age?
________________________________________________________________
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Q57 What is your race?

o American Indian/Alaskan Native (1)
o Asian (2)
o Black or African American (3)
o Native Hawaiian/Other Pacific Islander (4)
o White (5)
o Multiple Races (6)
o Other (Please specify): (7) ________________________________________________

Q58 Are you of Hispanic, Latino/a, or Spanish origin?

o No (1)
o Yes (2)

Q59 In what country do you live?

o In the United States (1)
o Elsewhere. Please specify: (2)
________________________________________________
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Q60 In what State do you live?
________________________________________________________________

Q61 Where were you raised?

o In a foreign country (4)
o Mostly in a foreign country (5)
o Mostly in the U.S. (6)
o In the U.S. only (7)

Q62 If you are an immigrant, a son/daughter of an immigrant, or a grandchild of an immigrant,
what country are you, or your family, is from originally?
________________________________________________________________

Q63 Which generation of immigrants are you?

o First-generation (born outside the US) (1)
o Second-generation (born in the US to at least one immigrant parent) (2)
o Third- or higher-generation (born in the US to US-born parents) (3)
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Q64 What is your current religion, if any?

o Islam (Muslim) (1)
o Protestant (2)
o Roman Catholic (3)
o Mormon (4)
o Orthodox (5)
o Hinduism (Hindu) (6)
o Judaism (Jewish) (7)
o Buddhism (Buddhist) (8)
o Confucianism (9)
o Taoism (10)
o Atheism (11)
o Agnosticism (12)
o Nothing in particular (13)
o Prefer not to answer (14)
o Something else (Please specify): (15)
________________________________________________
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Q65 What sect do you follow, if any?

o Sunnah (Sunni) (1)
o Shi’ah (Shiites) (2)
o Nothing in particular (3)
o Other (Please specify): (4) ________________________________________________
End of Block: Block 10
Start of Block: Block 11

Q66 Have you ever changed your religion?

o No (1)
o Yes (2)

Q67 What age did you convert to your current religion?
________________________________________________________________
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Q68 What is your marital status?

o Married (1)
o Living as married (2)
o Divorced (3)
o Widowed (4)
o Separated (5)
o Single, never been married (6)
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Q69 What is the highest grade or level of schooling you completed?

o None (7)
o 1st Grade (8)
o 2nd Grade (9)
o 3rd Grade (10)
o 4th Grade (11)
o 5th Grade (12)
o 6th Grade (13)
o 7th Grade (14)
o 8th Grade (15)
o 9th Grade (16)
o 10th Grade (17)
o 11th Grade (18)
o 12th Grade (19)
o GED (20)
o Some College/technical/trade school, but less than 1 year (21)
o 1 or more years of College/technical/trade school, No Degree (22)
o Technical or Trade Degree or Certification (23)
o Associate Degree (for example: AA, AS) (24)
o Bachelor’s Degree (for example: BA, AB, BS, BSN) (25)
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o Master’s Degree (for example: MA, MS, MPH, MSW, MBA) (26)
o Professional Degree (for example: MD, DDS, DVM, LLB, JD) (27)
o Doctorate Degree (for example: PHD, EDD) (28)
o Other (Please Specify) (29) ________________________________________________

Q70 What is your current employment status?

o Employed (1)
o Unemployed (2)
o Homemaker (3)
o Student (4)
o Retired (5)
o An individual with a disability (6)
o Other (Please specify): (7) ________________________________________________
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Q71 For the past year, what was your total household income before tax?

o $0 to $9,999 (1)
o $10,000 to $14,999 (2)
o $15,000 to $19,999 (3)
o $20,000 to $34,999 (4)
o $35,000 to $49,999 (5)
o $50,000 to $74,999 (6)
o $75,000 to $99,999 (7)
o $100,000 to $199,999 (8)
o $200,000 or more (9)
End of Block: Block 11
Start of Block: Block 12

Q72 Do you have any kind of health insurance?

o No (1)
o Yes (2)
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Q73 Have you ever been diagnosed as having lung cancer?

o No (1)
o Yes (2)

Q74 How would you rate your health today?

o Poor (1)
o Fair (2)
o Good (3)
o Very good (4)
o Excellent (5)
End of Block: Block 12
Start of Block: Block 13

Q75
Your responses have been recorded. Thank you for your time. In order to participate in the three
$50 gift card drawing, please continue to the next page. You will be directed to another webpage
in order to type in your e-mail address. We will contact you if you are selected in the random
drawing.
Your answers to this survey will not be linked to your e-mail address. The e-mail address and the
responses will be saved in 2 different files.

End of Block: Block 13
Start of Block: Block A0
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A0.2
أوافق على المشاركة بهذا اإلستبیان؟

o
 oال )(3

نعم )(2

End of Block: Block A0
Start of Block: Block A1

IA1الهدف من هذا اإلستبيان هو للتعرف على وجهة نظرك بخصوص استخدام منتجات التبغ و المسح الرئوي .يتناول القسم األول
من هذا اإلستبيان موضوع استخدام التبغ  .رجاءً أجب اعتماداً على معتقداتك و سلوكياتك  .ليس هناك إجابات صحيحة أو خاطئة.

A1
هل دخنت على األقل  100سيجارة في حياتك؟

o
 oنعم )(2
ال )(1

A2ما مقدار استخدامك للسجائر؟

o
 oاستخدم السجائر بعض األیام )(2
 oاستخدم السجائر كل یوم )(3
ال أستخدم السجائر حالیاً )(1
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A3
أي من المواد التالية جربت استخدامها في حياتك  ،ولو مرة واحدة( أشر إلى جميع ما ينطبق من اإلجابات)؟

▢ السجائر )(1
▢ النارجیلة  ،الشیشیة  ،أو األرجیلة )(2
▢ سنوس  ،نسوار  ،أو التبغ الرطب )(3
▢ السجائر اإللكترونیة )(4
▢ القات )(5
▢ البیدي )(6
▢ الكریتیك )(7
▢ تبغ المضغ( قوتكا )) (8
▢ سیقار أو سیكار )(9
▢ التبغ غیر المصحوب بالدخان )(10
▢ سیقاریلو  ،السیجار الرفیع )(11
▢ البیري )(12
▢ مضغ ثمار الفوفل أو الكوثل )(13
▢ الغلیون )(14
▢ مواد تبغیة أخرى :الرجاء حدد هذه المواد )(15
________________________________________________
▢ لم أستخدم أي من هذه المنتجات )(16

A4خالل الثالثين يوماً الماضية  ،هل استخدمت أي من المنتجات المذكورة سابقا؟

o
 oنعم )(2
ال )(1
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A5ما مقدار استخدامك لمنتجات التبغ؟

o
 oمرة یومیاً )(2
 oعدة مرات أسبوعیاً )(3
 oمرة أسبوعیاً )(4
 oمرتین أو ثالث مرات شهریاً )(5
 oمرة شهریاً )(6
 oمرة كل عدة شهر  ،أو أقل من ذلك )(7
أكثر من مرة یومیاً )(1

A6في أي عمر اصبح تدخين التبغ عادة لديك؟
________________________________________________________________

A7بشكل عام  ،ما احتمال أن يصاب مستخدموا التبغ باألمراض أو أن يموتوا بسبب استخدام التبغ؟

o
 oبین الـ  60%و الـ  80بالمئة )(2
 oبین الـ  40%و الـ  60بالمئة )(3
 oبین الـ  20%و الـ  40بالمئة )(4
 oاحتمال أقل من  20بالمئة )(5
احتمال أكثر من  80بالمئة )(1

End of Block: Block A1
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Start of Block: Block A2

A8باعتقادك  ،بأي مقدار ستتأثر صحتك باستخدام منتجات التبغ؟

o
 oمقدار ضئیل من التأثیر )(2
 oمقدار متوسط من التأثیر )(3
 oمقدار كبیر من التأثیر )(4
 oمقدار هائل جداً من التأثیر )(5
لیس هناك أي تأثیر )(1

A9بشكل عام  ،ما رأيك باستخدام التبغ؟

o
 oفكرة سیئة )(2
 oفكرة لیست سیئة وال جیدة )(3
 oفكرة جیدة )(4
 oفكرة جیدة جداً )(5
فكرة سیئة جداً )(1
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A10بالنسبة لك  ،ما أهمية اإلمتناع عن استخدام التبغ؟

o
 oاإلمتناع عن استخدام التبغ مهم قلیالً )(2
 oاإلمتناع عن استخدام التبغ مهم بدرجة متوسطة )(3
 oاإلمتناع عن استخدام التبغ مهم بدرجة عالیة )(4
 oاإلمتناع عن استخدام التبغ مهم بدرجة عالیة جداً )(5

اإلمتناع عن استخدام التبغ لیس بالشيء المهم إطالقاً )(1

A11على مقياس متسلسل من صفر إلى مئة  ،ما مقدار ثقتك بقدرتك على اإلمتناع عن استخدام التبغ  ،مثالً عندما تقضي وقتاً مع
أصدقائك الذين يستخدمون التبغ؟

10 20 30 40 50 60 70 80 90 100

0
مقدار الثقة)(1

End of Block: Block A2
Start of Block: Block A3

A12هل هناك أحد من أصدقائك المقربين يستخدم أياً من منتجات التبغ؟

o
 oنعم )(2
ال )(1
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A13هل هناك أحد من أقربائك من الدرجة األولى( زوج أو زوجة  ،والدين  ،إخوة  ،أخوات  ،أبناء  ،بنات ) ،يستخدم أياً من
منتجات التبغ؟

o
 oنعم )(2
ال )(1

A14أصدقائي يعتقدون أن استخدام المواد التبغية هو أمر

o
 oغیر مستحب )(2
 oاختیاري )(3
 oمستحب )(4
 oمستحب جداً )(5

مرفوض مطلقاً )(1

A15أفراد عائلتي يعتقدون أن استخدام المواد التبغية هو أمر

o
 oغیر مستحب )(2
 oاختیاري )(3
 oمستحب )(4
 oمستحب جداً )(5

مرفوض مطلقاً )(1

End of Block: Block A3
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Start of Block: Block A4

A16أي من العبارات التالية صحيحة فيما يتعلق باستخدام المنتجات التبغية داخل البيت

o
 oاستخدام المواد التبغیة مسموح في أجزاء من البیت أو في بعض األوقات )(2
 oاستخدام المواد التبغیة مسموح في جمیع أنحاء البیت )(3
استخدام المواد التبغیة ممنوع داخل البیت )(1

A17خالل آخر  12شهراً  ،هل سألك طبيب أو أي متخصص بالرعاية الصحية  ،عن استخدامك أو عدم استخدامك للمواد التبغية؟

o
 oنعم )(2
ال )(1

End of Block: Block A4
Start of Block: Block A5

IA2يتناول القسم الثاني من هذا اإلستبيان موضوع تدخين السجائر و محاوالت اإلقالع عن استخدام السجائر .رجاءً أجب اعتماداً
على معتقداتك أو سلوكياتك .ليس هناك إجابات صحيحة أو خاطئة.

A18خالل اإلثني عشر شهراً الماضية  ،كم مرة حاولت أن تمتنع عن التدخين لمدة يوم واحد  ،أو أكثر من يوم  ،إلنك تريد أن تقلع
نهائياً عن التدخين
________________________________________________________________

A19بالمتوسط  ،كم سيجارة تدخن يوميا؟
________________________________________________________________
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A20بشكل عام  ،ما احتمال أن اإلقالع عن تدخين السجائر سيؤدي إلى تقليل فرص حدوث األمراض أو الموت؟

o
 oبین الـ  60%و الـ  80بالمئة )(2
 oبین الـ  40%و الـ  60بالمئة )(3
 oبین الـ  20%و الـ  40بالمئة )(4
 oاحتمال أقل من  20بالمئة )(5
احتمال أكثر من  80بالمئة )(1

A21باعتقادك  ،بأي مقدار ستتحسن صحتك باإلقالع عن تدخين السجائر؟

o
 oمقدار ضئیل من التحسن )(2
 oمقدار متوسط من التحسن )(3
 oمقدار كبیر من التحسن )(4
 oمقدار هائل جداً من التحسن )(5
لن یكون هناك أي تحسن )(1
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A22بشكل عام  ،ما رأيك باإلقالع عن تدخين السجائر؟

o
 oفكرة سیئة )(2
 oفكرة لیست سیئة وال جیدة )(3
 oفكرة جیدة )(4
 oفكرة جیدة جداً )(5
فكرة سیئة جداً )(1

A23بالنسبة لك  ،ما أهمية اإلقالع عن تدخين السجائر و العيش لمدة أطول؟

o
 oاإلقالع عن تدخین السجائر و العیش لمدة أطول مهم قلیالً )(2
 oاإلقالع عن تدخین السجائر و العیش لمدة أطول مهم بدرجة متوسطة )(3
 oاإلقالع عن تدخین السجائر و العیش لمدة أطول مهم بدرجة عالیة )(4
 oاإلقالع عن تدخین السجائر و العیش لمدة أطول مهم بدرجة عالیة جداً )(5

اإلقالع عن تدخین السجائر و العیش لمدة أطول لیس بالشيء المهم إطالقاً )(1

A24على مقياس متسلسل من صفر إلى مئة  ،ما مقدار ثقتك بقدرتك على اإلقالع النهائي عن تدخين السجائر خالل الستة أشهر
القادمة  ،إن قررت فعل ذلك؟
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0
مقدار الثقة)(1
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End of Block: Block A5
Start of Block: Block A6

ًِ 25هل كان أحد من أصدقائك المقربين مدخناً في الماضي؟

o
 oنعم )(2
ال )(1

A26بالنسبة إلى أقربائك من الدرجة األولى( زوج أو زوجة  ،والدين  ،إخوة  ،أخوات  ،أبناء  ،بنات ) ،هل كان أياً منهم مدخناً في
الماضي؟

o
 oنعم )(2
ال )(1

A27أصدقائي يعتقدون أن اإلقالع عن التدخين هو أمر:

o
 oغیر مستحب )(2
 oاختیاري )(3
 oمستحب )(4
 oمستحب جداً )(5

مرفوض مطلقاً )(1

189

A28أفراد عائلتي يعتقدون أن اإلقالع عن التدخين هو أمر:

o
 oغیر مستحب )(2
 oاختیاري )(3
 oمستحب )(4
 oمستحب جداً )(5

مرفوض مطلقاً )(1

A29خالل آخر  12شهراً  ،هل سألك طبيب أو أي متخصص بالرعاية الصحية  ،عن اإلقالع عن تدخين السجائر؟

o
 oنعم )(2
ال )(1

A30أي من المنتجات التالية استخدمت خالل آخر  12شهراً لمحاولة اإلقالع عن التدخين( أشر إلى جميع ما ينطبق من اإلجابات)؟

▢ معالجة النیكوتین باإلعاضة( علكة النیكوتین  ،الصقة الجلد  ،حبوب الفم رشاش النیكوتین  ،بخاخ النیكوتین )(1
▢ أدویة بوصفة طبیة مثل( ولبیوترین س ر  ،تشانتكس )) (2
▢ نصح و إرشاد أو عالج سلوكي )(3
▢ حاولت اإلقالع عن التدخین بدون أي وسائل مساعدة )(4
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A31بعد اإلستيقاظ من النوم  ،كم من الوقت يمضي قبل أن تشعل سيجارتك األولى؟

o
 oبین  6دقائق و  30دقیقة )(2
 oبین  31دقیقة و  60دقیقة )(3
 oأكثر من ساعة )(4
خمس دقائق أو أقل )(1

End of Block: Block A6
Start of Block: Block A7

الم ْف َراس  ،الذي يستخدم في
IA3تتطرق األسئلة القليلة القادمة لموضوع المسح الرئوي عن طريق التصوير الطبقي المحوري أو ِ
تكوين صورة ثالثية األبعاد ألعضاء الجسم الداخلية  .رجاءً أجب اعتماداً على معلوماتك الشخصية.

A32هل سمعت يوماً بالمسح الرئوي عن طريق التصوير المقطعي ذي الجرعة القليلة  ،المعروف بالتصوير الطبقي المحوري  ،و
هو عبارة عن فحص للكشف المبكر عن سرطان الرئة؟

o
 oنعم )(2
ال )(1

A33هل قمت يوماً بإجراء المسح الرئوي عن طريق التصوير المقطعي ذي الجرعة القليلة

o
 oنعم )(2
ال )(1
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A34كم مضى على إجراء ذلك الفحص( بالسنوات واألشهر)؟
________________________________________________________________

A35هل لديك رغبة في إجراء مسح للرئتين للكشف عن السرطان  ،إذا أتيحت لك الفرصة لعمل ذلك مجانا؟

o
 oنعم )(2
ال )(1

A36المسح الرئوي هو إجراء كاف للوقاية من سرطان الرئة:

o
 oصواب )(3
خطأ )(2

A37المسح الرئوي هو فحص آمن  ،و ال يصاحبه أي أخطار صحية:

o
 oصواب )(2
خطأ )(1

A38يجب على جميع مدخني السجائر فحص الرئتين عن طريق التصوير المقطعي ذي الجرعة القليلة  ،بغض النظر عن أعمارهم

o
 oصواب )(2
خطأ )(1
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End of Block: Block A7
Start of Block: Block A8

A39باعتقادك  ،بأي مقدار ستتحسن صحتك بإجراء المسح الرئوي عن طريق التصوير المقطعي ذي الجرعة القليلة؟

o
 oمقدار ضئیل من التحسن )(2
 oمقدار متوسط من التحسن )(3
 oمقدار مرتفع من التحسن )(4
 oمقدار هائل من التحسن )(5
لن یكون هناك أي تحسن )(1

A40بشكل عام  ،ما رأيك بالمسح الرئوي عن طريق التصوير المقطعي ذي الجرعة القليلة؟

o
 oفكرة سیئة )(2
 oفكرة لیست سیئة وال جیدة )(3
 oفكرة جیدة )(4
 oفكرة جیدة جداً )(5
فكرة سیئة جداً )(1
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A41بالنسبة لك  ،ما أهمية إجراء المسح الرئوي عن طريق التصوير المقطعي ذي الجرعة القليلة؟

o
 oإجراء هذا المسح الرئوي مهم قلیالً )(2
 oإجراء هذا المسح الرئوي مهم بدرجة متوسطة )(3
 oإجراء هذا المسح الرئوي مهم بدرجة عالیة )(4
 oإجراء هذا المسح الرئوي مهم بدرجة عالیة جداً )(5

إجراء هذا المسح الرئوي لیس بالشيء المهم إطالقاً )(1

A42على مقياس متسلسل من صفر إلى مئة  ،ما مقدار ثقتك بقدرتك على حجز موعد إلجراء المسح الرئوي عن طريق التصوير
المقطعي ذي الجرعة القليلة؟
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مقدار الثقة)(1

End of Block: Block A8
Start of Block: Block A9

A43هل قام أحد من أصدقائك بإجراء فحص المسح الرئوي  ،عن طريق التصوير المقطعي ذي الجرعة القليلة؟

o
 oنعم )(2
ال )(1
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A44هل قام أحد من أقربائك من الدرجة األولى( زوج أو زوجة  ،والدين  ،إخوة  ،أخوات  ،أبناء  ،بنات ) ،هل قام أي منهم بإجراء
فحص المسح الرئوي  ،عن طريق التصوير المقطعي ذي الجرعة القليلة؟

o
 oنعم )(2
ال )(1

A45أصدقائي يعتقدون أن فحص المسح الرئوي هو:

o
 oغیر مستحب )(2
 oاختیاري )(3
 oمستحب )(4
 oمستحب جداً )(5

مرفوض مطلقاً )(1

A46أفراد عائلتي يعتقدون أن فحص المسح الرئوي هو:

o
 oغیر مستحب )(2
 oاختیاري )(3
 oمستحب )(4
 oمستحب جداً )(6

مرفوض مطلقاً )(1
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A47خالل آخر  12شهراً  ،هل سألك طبيب أو أي متخصص بالرعاية الصحية  ،عن فحص المسح الرئوي

o
 oنعم )(3
ال )(2

IA4تتطرق األسئلة القليلة القادمة لمواضيع استخدام اللغة و النظرة الشخصية  ،واإلعتقادات والممارسات الدينية  .رجاءً أجب
اعتماداً على اعتقاداتك و سلوكياتك .ليس هناك إجابات صحيحة أو إجابات خاطئة.

A48ما اللغة التي تفضل استخدامها؟

o
 oلغة عائلتي األصلیة )(2
اإلنجلیزیة )(1

A49إذا احتجت أن تختار بين الخيارين التاليين  ،هل تقول بأنك:

o
 oمن نسل أو عرق عائلتي األصلیة )(2
أمریكي )(1
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A50ما مقدار ارتيادك ألماكن العبادة  ،أو اإلجتماعات دي الطابع الديني؟

o
 oمرة سنویاً  ،أو أقل من ذلك )(2
 oبضع مرات بالسنة )(3
 oبضع مرات بالشهر )(4
 oمرة أسبوعیاً )(5
 oأكثر من مرة أسبوعیاً )(7
ال أذهب هناك أبداً )(1

A51ما مقدار حضورك لصلوات الجماعة  ،أو حلقات الذكر؟

o
 oمرات عدیدة شهریاً )(2
 oمرة أسبوعیاً )(3
 oمرتین أو أكثر أسبوعیاً )(4
 oیومیاً )(5
 oأكثر من مرة بالیوم الواحد )(6

ال أذهب هناك أبداً  ،أو أذهب أحیاناً قلیلة )(1

197

A52في حياتي  ،أنا أستشعر وجود هللا

o
 oغالباً لیس صحیحاً )(2
 oلست متأكداً )(3
 oغالباً صحیحاً )(4
 oنعم  ،صحیح تماماً )(5
كال على اإلطالق )(1

A53اعتقاداتي الدينية تحدد أسلوبي في الحياة

o
 oغالباً لیس صحیحاً )(2
 oلست متأكداً )(3
 oغالباً صحیحاً )(4
 oنعم  ،صحیح تماماً )(5
كال على اإلطالق )(1
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A54أحاول قدر استطاعتي أن أطبق تعاليم ديني في جميع نواحي الحياة

o
 oغالباً لیس صحیحاً )(2
 oلست متأكداً )(3
 oغالباً صحیحاً )(4
 oنعم  ،صحیح تماماً )(5
كال على اإلطالق )(1

End of Block: Block A9
Start of Block: Block A10

IA5هذا هو القسم األخير من اإلستبيان  .تتطرق األسئلة القادمة لموضوع صفاتك الشخصية  .ليس هناك إجابات صحيحة أو إجابات
خاطئة  .رجاءً أجب بناءً على معرفتك الشخصية

A55الرجاء تحديد الجنس:

o
 oأنثى )(2
ذكر )(1

A56ما سنك( بالسنوات)؟
________________________________________________________________
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A57ما هي ساللتك العرقية؟

o
 oآسیوي )(2
 oأمریكي من أصل أفریقي )(3
 oمن جزیرة هاواي أو أي جزر أخرى في المحیط الهادي )(4
 oأمریكي من أصل أوروبي )(5
 oأكثر من ساللة واحدة )(6
 oساللة أخرى  .الرجاء التحدید________________________________________________ )(7
من الهنود الحمر  ،أو سكان أالسكا األصلیین )(1

A58هل أنت من أصل التيني؟

o
 oنعم )(3
ال )(2

A59في أي دولة تسكن؟

o
 oفي دولة أخرى :رجاءً حدد________________________________________________ )(2
في الوالیات المتحدة األمریكیة )(1

A60في أي والية تسكن؟
________________________________________________________________
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A61أين قضيت طفولتك؟

o
 oمعظم طفولتي كانت خارج الوالیات المتحدة األمریكیة )(2
 oمعظم طفولتي كانت داخل الوالیات المتحدة األمریكیة )(3
 oفقط داخل الوالیات المتحدة األمریكیة )(4
خارج الوالیات المتحدة األمریكیة )(1

A62إذا كنت مهاجراً  ،ابن مهاجر  ،أو حفيد مهاجر  ،من أي دولة هاجرت  ،أو هاجر والداك  ،أو هاجر أجدادك؟
________________________________________________________________

A63إلى أي جيل من المهاجرين تنتمي؟

o
 oالجیل الثاني( مولود في الوالیات المتحدة األمریكیة  ،ولكن أحد الوالدین أو كالهما مولود خارج الوالیات المتحدة األمریكیة )
الجیل األول( مولود خارج الوالیات المتحدة األمریكیة )) (1

)(2

o

الجیل الثالث( مولود في الوالیات المتحدة األمریكیة ألبوین مولودین في الوالیات المتحدة األمریكیة )) (3
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A64ما هي ديانتك؟

o
 oالبروتستانتیة )(2
 oالرومانیة الكاثولیكیة )(3
 oالمورمونیة )(4
 oاألرثوذكسیة الشرقیة )(5
 oالهندوسیة )(6
 oالیهودیة )(7
 oالبوذیة )(8
 oالكونفشیوسیة )(9
 oالطاویة )(10
 oاإللحاد )(11
 oالالأدریة )(12
 oال شيء بالتحدید )(13
 oأفضل أن ال أجب على هذا السؤال )(14
 oشيء آخر  .الرجاء التحدید________________________________________________ )(15
اإلسالم )(1
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A65إذا كنت مسلماً  ،أي مذهب تتبع؟

o
 oالمذهب الشیعي )(2
 oال أتبع مذهباً محدداً )(3
 oشيء آخر  .الرجاء التحدید________________________________________________ )(4
المذهب السني )(1

End of Block: Block A10
Start of Block: Block A11

A66هل سبق و أن غيرت ديانتك في الماضي؟

o
 oنعم )(2
ال )(1

A67كم كان عمرك عندما اعتنقت الدين الذي تعتقد به حالياً
________________________________________________________________
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A68ما هي حالتك اإلجتماعية؟

o
 oغیر متزوج  ،ولكن مرتبط )(2
 oمطلق )(3
 oأرمل )(4
 oمنفصل )(5
 oأعزب )(6
متزوج )(1
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A69ما هو أعلى مستوى تعليمي لك؟

o
 oالصف األول )(2
 oالصف الثاني )(3
 oالصف الثالث )(4
 oالصف الرابع )(5
 oالصف الخامس )(6
 oالصف السادس )(7
 oالصف السابع )(8
 oالصف الثامن )(9
 oالصف التاسع )(10
 oالصف العاشر )(11
 oالصف الحادي عشر )(12
 oالصف الثاني عشر )(13
 oاختبار تطویر التعلیم العام )(14
 oأقل من سنة في المعاهد الصناعیة أو التجاریة أو المهنیة )(15
 oأكثر من سنة في المعاهد الصناعیة أو التجاریة أو المهنیة  ،و لكن لم أتخرج )(16
 oخریج معهد صناعي أو تجاري أو مهني )(17
 oشهادة الدبلوم )(18
 oشهادة البكالوریوس )(19
لیس هناك أي تعلیم )(1
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o
 oطب عام  ،طب أسنان  ،دكتور صیدلة  ،محامي )(21
 oدكتوراة )(22
 oغیر ذلك .رجاءً حدد________________________________________________ )(23
شهادة الماجستیر )(20

A70ما هي حالتك الوظيفية؟

o
 oعاطل عن العمل )(2
 oربة بیت )(3
 oطالب )(4
 oمتقاعد )(5
 oذو إعاقة مانعة عن العمل )(6
 oغیر ذلك  .الرجاء التحدید________________________________________________ )(7
موظف )(1
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A71نظراً إلى السنة الفائتة  ،كم كان دخل أسرتك قبل تحصيل الضرائب

o
 oبین  10,000دوالر و  14,999دوالر سنویاً )(2
 oبین  15,000دوالر و  19,999دوالر سنویاً )(3
 oبین  20,000دوالر و  34,999دوالر سنویاً )(4
 oبین  35,000دوالر و  49,999دوالر سنویاً )(5
 oبین  50,000دوالر و  74,999دوالر سنویاً )(6
 oبین  75,000دوالر و  99,999دوالر سنویاً )(7
 oبین  100,000دوالر و  199,999دوالر سنویاً )(8
 oدخل أسرتي كان  200,000دوالر أو أكثر سنویاً )(9
أقل من عشرة آالف دوالر سنویاً )(1

End of Block: Block A11
Start of Block: Block A12

A72هل لديك تأمين صحي؟

o
 oنعم )(2
ال )(1
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A73هل أصبت يوماً ما بسرطان الرئة؟

o
 oنعم )(2
ال )(1

A74كيف ترى مستوى صحتك اليوم؟

o
 oمقبول )(3
 oجید )(4
 oجید جداً )(5
 oممتاز )(6
ضعیف )(2

End of Block: Block A12
Start of Block: Block A13

A75
س ّجلت إجاباتك بنجاح  .شكراً القتطاعك جزءً من وقتك لهذا اإلستبيان  .للمشاركة في فرصة للحصول على إحدى ثالث بطاقات بقيمة
50دوالراً  ،رجاءً انتقل للصفحة التالية  .سوف تو ّجه إلى موقع آخر لتسجيل بريدك اإللكتروني  .سوف نتواصل معك الحقاً إذا كنت
من الثالثة الذين سيختارون عشوائياً .

لن يكون لبريدك اإللكتروني أي عالقة بإجاباتك  .سيحفظ بريدك اإلكتروني و إجاباتك لهذا اإلستبيان في ملفين منفصلين .

End of Block: Block A13
Start of Block: Block F0
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F0.2
من مايل به شرکت در اين پرسشنامه هستم:

o
 oخیر )(2
بلى )(1

End of Block: Block F0
Start of Block: Block F1

IF1هدف از اين پرسشنامه بررسی نظر شما دربارهً مصرف دخانيات و تست ريه میباشد .بخش اول پرسشنامه درباره عقايد و
رفتار خودتان است .هيچ جوابی درست يا غلط نيست

F1ايا شما در طول عمر خود حداقل يکصد سيگار کشيده ايد؟

o
 oبلى )(2

خیر )(1

F2در حال حاضر هر چند وقت يکبار سيگار میکشيد؟

o
 oبعضی روزها )(2
 oهر روز )(3
هرگز )(1
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F3کداميک از محصوالت زير را تا کنون مصرف کرده ايد ،حتی برای يکبار؟( لطفا همه موارد را مشخص کنی)
▢ سیگار )(1
▢ قلیان( انواع مختلف با مزه های مختلف تنباکو )) (2
▢ ناس( یکجور گیاه است )) (3
▢ سیگار الکترونیکی( انواع گوناگون )) (4
▢ قاط( یک جور گیاه است )) (5
▢ سیگار باریک و دست ساز که در برگ درخت پیچیده شده )(6
▢ سیگار با طعم میوه )(7
▢ ادامس سیگار یا ادامس دارای نیکوتین )(8
▢ سیگار برگ )(9
▢ سیگار با درصدد کمتر تنباکو )(10
▢ سیگار هندی )(11
▢ بیري )(12
▢ سیگار معمولی )(13
▢ پیپ )(14
▢ یا سایر محصوالت مرتبط با دخانیات :لطفا ذکر شود )(15
________________________________________________
▢ من هیچ کدام از این محصوالت را استفاده نمیکنم )(16

F4در طول سی روز گذشته  ،ايا شما از محصوالتی که در باال اشاره شد مصرف نموده ايد؟

o
 oبلى )(2

خیر )(1

211

F5چه مدت يک بار دخانيات مصرف میکنيد؟

o
 oروزی یک بار )(2
 oچند بار در هفته )(3
 oیک بار در هفته )(4
 oدو یا  3بار در ماه )(5
 oیکبار در ماه )(6
 oهر چند ماه یکبار  ،یا کمتر )(7
بیش از یک بار در روز )(1

F6در چه سنی مصرف دخانيات را به طور منظم شروع کرديد؟
________________________________________________________________

F7چقدر احتمال دارد که مصرف دخانيات ،به طور کلی ،منجر به بيماری يا مرگ کسی بشود؟

o
 oاحتماال بین % ۶۰تا  ۸۰در صد )(2
 oاحتماال بین % ۴۰تا  ۶۰در صد )(3
 oاحتماال بین % ۲۰تا  ۴۰در صد )(4
 oاحتماال کمتر از  ۲۰در صد )(5
احتماال بیشتر از  ۸۰در صد )(1

End of Block: Block F1
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Start of Block: Block 30

F8اگر دخانيات مصرف ميکرديد ،فکر میکنيد تا چه ميزان سالمت شما تحت تاثير میبود؟

o
 oبسیار کم )(2
 oكم )(3
 oزیاد )(4
 oبسیار زیاد )(5
هرگز )(1

F9نظر کلی شما در ارتباط با مصرف دخانيات چيست؟

o
 oبد است )(2
 oبد نیست یا خوب نیست )(3
 oخوب است )(4
 oبسیار خوب است )(5
بسیار بد است )(1
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F10برای شما چقدر مهم است که از دخانيات پرهيز کنيد؟

o
 oکمی مهم است )(2
 oمتوسط مهم است )(3
 oخیلی مهم است )(4
 oبسیار مهم است )(5
اصال مهم نیست )(1

F11در مقياس % ۰تا  ،%۱۰۰چقدر مطمئن هستيد که ميتوانيد از دخانيات پرهيز کنيد؟ برای مثال وقتی در کنار دوستانی
هستيد که در حال استفاده از دخانيات هستند.
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0
درجه قطعيت)(1

End of Block: Block 30
Start of Block: Block F3

F12در ميان بهترين دوستان شما ايا حداقل يک نفر دخانيات مصرف می کند؟

o
 oبلى )(2

خیر )(1
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F13در ميان فاميل درجه يک شما ( همسر ،والدين ،برادر ،خواهر ،پسرها  ،دخترها ) آيا حداقل يک نفر مصرف کننده دخانيات
وجود دار؟

o
 oبلى )(2

خیر )(1

F14دوستان من فکر می کنند که استفاده از دخانيات؟

o
 oکمی نامناسب است )(2
 oبی طرف هستند )(3
 oکمی مناسب است )(4
 oکامال مناسب است )(5

کامال نامناسب است )(1

F15افراد خانواده من معتقد هستن که استفاده از دخانيات

o
 oکمی نامناسب است )(2
 oبی طرف هستند )(3
 oکمی مناسب است )(4
 oکامال مناسب است )(5

کامال نامناسب است )(1

End of Block: Block F3
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Start of Block: Block F4

A16کداميک از جمالت زير به خوبی قوانين در مورد مصرف دخانيات در خانه شما را مشخص می کند؟

o
 oاستفاده از دخانیات در داخل خانه گاهی اوقات یا در برخی قسمتهای خانه مجاز است )(2
 oاسفاده از دخانیات در تمام اوقات مجاز می باشد )(3
استفاده از دخانیات در داخل خانه ممنوع می باشد )(1

A17ايا در طول دوازده ماه گذشته  ،پزشک يا شخصی که در حوضه سالمت فعاليت داشته باشد از شما در مورد مصرف دخانيات
سوال کرده است؟

o
 oبلى )(2

خیر )(1

End of Block: Block F4
Start of Block: Block F5

IF2بخش دوم از پرسشنامه در مورد سيگار کشيدن و تالش برای ترک سيگار است .لطفا بر اساس اعتقادات و يا رفتار خود
پاسخ دهيد .هيچ پاسخ درست يا غلط وجود ندارد

A18اگر که شما مصرف کننده سيگار يا ساير محصوالت مرتبط با تنباکو هستيد ،در طول دوازده ماه گذشته ،چند بار
تالش کردين کشيدن دخانيات را کنار بگذاريد حتی برای يک روز يا بيشتر به طوريکه کال سيگار را ترک کنيد؟
________________________________________________________________
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F19به طور متوسط  ،اگر شما سيگار می کشيد چند عدد سيگار در روز مصرف می کنيد؟
________________________________________________________________

F20چقدر احتمال دارد که ترک سيگار  ،به طور کلی  ،شانس مبتال شدن به بيماری يا مرگ را کاهش بدهد؟

o
 oاحتماال بین % ۶۰تا  ۸۰در صد )(2
 oاحتماال بین % ۴۰تا  ۶۰در صد )(3
 oاحتماال بین % ۲۰تا  ۴۰در صد )(4
 oاحتماال کمتر از  ۲۰در صد )(5
احتماال بیشتر از  ۸۰در صد )(1

F21چقدر شما فکر می کنم آن را به سالمت شما بهره مند شوند اگر شما به ترک سيگار کشيدن؟

o
 oبسیار کم )(2
 oكم )(3
 oزیاد )(4
 oبسیار زیاد )(5
هرگز )(1
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F22نظر کلی خود را از ترک سيگار چيست؟

o
 oبد است )(2
 oبد نیست یا خوب نیست )(3
 oخوب است )(4
 oبسیار خوب است )(5
بسیار بد است )(1

F23برای شما ،اهميت ترک سيگار و زندگی طوالنی تر کردن چيست؟

o
 oکمی مهم است )(2
 oمتوسط مهم است )(3
 oخیلی مهم است )(4
 oبسیار مهم است )(5
اصال مهم نیست )(1

F24در مقياس % ۰تا  ،%۱۰۰چقدر مطمئن هستيد که اگر بخواهيد ميتوانيد در شش ماه آينده کامال سيگار را ترک کنيد؟
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0
درجه قطعيت)(1

End of Block: Block F5
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Start of Block: Block F6

F25ايا در بين بهترين دوستان شما حداقل يک نفر که قبال سيگار میکشيده وجود دارد؟

o
 oبلى )(2

خیر )(1

F26ايا در بين اقوام درج يک شما ( شوهر ،والدين ،برادرها ،خواهرها  ،پسرها ،دخترها )حداقل يک نفر که قبال سيگار می
کشيده وجود دارد؟

o
 oبلى )(2

خیر )(1

F27دوستان من معتقد هستن که کنار گذاشتن دخانيات

o
 oکمی نامناسب است )(2
 oبی طرف هستند )(3
 oکمی مناسب است )(4
 oکامال مناسب است )(5

کامال نامناسب است )(1
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F28افراد خانواده من فکر می کنند که کنار گذاشتن دخانيات

o
 oکمی نامناسب است )(2
 oبی طرف هستند )(3
 oکمی مناسب است )(4
 oکامال مناسب است )(5

کامال نامناسب است )(1

F29ايا در طول دوازده ماه گذشته  ،دکتر يا شخصی که در حوضه سالمت فعاليت داشته باشد از شما در مورد ترک دخانيات
سوال کرده است؟

o
 oبلى )(2

خیر )(1

F30اگر شما دخانيات مصرف می کنيد  ،کداميک از موارد زير را برای ترک کردن مورد استفاده قرار داده ايد؟ ( لطفا تمام موارد
را مشخص کنيد)

▢ جایگزین های نیکوتین (مانند :ادامس ،برچسب ،ژل  ،اسپری استنشاقی )) (1
▢ نسخه ای پزشکی مانند )(Wellbutrin SR, Chantix) (2
▢ مشورت یا مشاوره روانی و ذهنی )(3
▢ تالش برای ترک بدون هیچ کمک بطور انفرادی )(4
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F31اگر شما مصرف کننده هستيد ،در چه وقت بعد از اين که از خواب بلند شديد اولين سيگار را می کشيد؟

o
 oبین سی ویک تا شصد دقیقه )(2
 oبین شش تا سی دقیقه )(3
 oبیشتر از شصد دقیقه )(4
در حدود پنج دقیقه )(1

End of Block: Block F6
Start of Block: Block F7

IF3چند سوال بعدی در مورد تست ريه با استفاد از" دوز کم توموگرافی کامپيوتری" ،که به آن سی تی اسکن يا کات اسکن هم
گفته ميشود ،پرسش شده است .لطفا بر اساس اطالعات شخصی خودتان پاسخ دهيد

F32ايا شما در مورد تست( توموگرافی با دوز پايين)
(LDST) Low-dose computer tomography
برای تشخيص سرطان ريه شنيده ايد؟

o
 oبلى )(2

خیر )(1

F33ايا شما تاکنون تحت معاينه (LDCT) Low-dose computed tomographyبرای تشخيص سرطان ريه قرار
گرفته ايد؟

o
 oبلى )(2

خیر )(1
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F34آخرين بار که شما معاينه (LDCT) Low-dose computed tomographyبرای تشخيص سرطان ريه انجام
داديد کی بوده است ؟
________________________________________________________________

F35آيا مايل به انجام تست سرطان ريه  ،در صورت دسترسی کامل رايگان ،هستيد؟

o
 oبلى )(2

خیر )(1

F36ايا تشخيص سرطان ريه کافی می باشد تا از سرطان ريه جلوگيری شود؟

o
 oدرست )(2
غلط )(1

F37آيا معاينه و تست ريه برای تشخيص سرطان بی خطر است

o
 oدرست )(2
غلط )(1
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F38تمام افراد سيگاری بايد بدون در نظر گرفتن سن ،تحت معاينه برای تشخيص سرطان ريه قرار بگيرند

o
 oدرست )(2
غلط )(1

End of Block: Block F7
Start of Block: Block F8

F39
چقدر شما فکر می کنم آن را به سالمت شما بهره مند شوند اگر شما به ريه غربالگری با استفاده از دوز پايين توموگرافی
کامپيوتری  ،همچنين به عنوان شناخته شده
CTاسکن و يا CAT
اسکن؟

o
 oبسیار کم )(2
 oكم )(3
 oزیاد )(4
 oبسیار زیاد )(5
هرگز )(1

223

F40نظر کلی شما در رابطه با تست ريه با استفاده از دوز پايين توموگرافی ،که به آن سی تی اسکن يا کات اسکن هم میگويند،
چيست؟

o
 oبد است )(2
 oبد نیست یا خوب نیست )(3
 oخوب است )(4
 oبسیار خوب است )(5
بسیار بد است )(1

F41چقدر برای شما مهم است که تست ريه از طريق دوز پايين توموگرافی ( که به آن سی تی اسکن يا کات اسکن هم میگويند )
انجام دهيد؟

o
 oکمی مهم است )(2
 oمتوسط مهم است )(3
 oخیلی مهم است )(4
 oبسیار مهم است )(5
اصال مهم نیست )(1

F42در مقياس از  ٪ ۰تا ، ٪ ۰۰ 1چقدر مطمئن هستيد که ميتوانيد در شيش ماه آينده نوبت سی تی اسکن ريه بگيريد ،و اين
آزمايش ريه را انجام دهيد؟
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0
درجه قطعيت)(1
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End of Block: Block F8
Start of Block: Block F9

F43ايا در بين دوستان نزديک شما  ،حداقل يک نفر مورد تست ريه قرار گرفته است؟

o
 oبلى )(2

خیر )(1

F44ايا در بين اقوام درج يک شما ( شوهر ،والدين ،برادرها ،خواهرها  ،پسرها ،دخترها )حداقل يک نفر مورد تست ريه قرار
گرفته است؟

o
 oبلى )(2

خیر )(1

F45دوستان من معقتد هستند که معاينه ريه

o
 oکمی نامناسب است )(2
 oبی طرف هستند )(3
 oکمی مناسب است )(4
 oکامال مناسب است )(5

کامال نامناسب است )(1
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F46افراد خانواده من معتقد هستن که معاينه ريه

o
 oکمی نامناسب است )(2
 oبی طرف هستند )(3
 oکمی مناسب است )(4
 oکامال مناسب است )(5

کامال نامناسب است )(1

F47ايا در طول دوازده ماه گذشته  ،دکتر يا شخصيکه در حوضه سالمت فعاليت داشته باشد از شما در مورد معاينه از ريه سوال
کرده است؟

o
 oبلى )(2

خیر )(1

IF4چند سوال بعدی در رابطه با زبان ،هويت ،باورها و رفتار مذهبی شما است .لطفا بر اساس اعتقادات و رفتار خودتان پاسخ
دهيد .هيچ جوابی درست يا غلط نيست

F48به چه زبانی عالقهمند هستيد صحبت کنيد ؟

o
 oزبان مادری )(2

زبان انگلیسی )(1
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F49شما خود را به عنوان کدام مليت می شناسيد:

o
 oملیت مادری )(2
امریکایی )(1

F50هرچند وقت يکبار در محل های عبادت مانند مسجد ،و غيره حاضر مى شويد؟

o
 oیك بار در طى سال )(2
 oدفعات محدودى در طى سال )(3
 oدفعات محدودى در طى ماه )(4
 oیك بار در هفته )(5
 oبیش از یك بار در هفته )(6
هركَز )(1
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F51هرچند وقت زمانى را براى فعاليتهاى مذهبى شخصى نظير نماز  ،دعا يا قرآن يادگيری مذهباختصاص مى دهيد؟

o
 oدفعات محدودى در ماه )(2
 oیك بار در هفته )(3
 oدوبار یا بیشتر در هفته )(4
 oروزانه )(5
 oبیش از یك بار در روز )(6
بندرت یا هركَز )(1

F52در زندكَى ام حضور خداوند را تجربه مى كنم.

o
 oتا حدودى صحیح نیست )(3
 oمطمئن نیستم )(2
 oتا حدودى صحیح است )(4
 oكامال در مورد من صحیح است )(5
اصال صحیح نیست )(1

228

F53عقايد مذهبى من واقعا همان چيزى است كه درﭙ شت ديدكَاه كلى من به زندكَى قرار دارد

o
 oتا حدودى صحیح نیست )(2
 oمطمئن نیستم )(3
 oتا حدودى صحیح است )(4
 oكامال در مورد من صحیح است )(5
اصال صحیح نیست )(1

F54من به سختى تالش مى كنم مذهبم را به همه امور زندكَى ام انتقال دهم

o
 oتا حدودى صحیح نیست )(2
 oمطمئن نیستم )(3
 oتا حدودى صحیح است )(4
 oكامال در مورد من صحیح است )(5
اصال صحیح نیست )(1

End of Block: Block F9
Start of Block: Block F10

IF5اين آخرين بخش از پرسشنامه است .چند سوال بعدی در موردويژگی های خودتان است .هيچ جوابی درست يا غلط نيست و
لطفا بر اساس اطالعات شخصی خودتان پاسخ دهيد
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F55جنسيت خود را مشخص کنيد:

o
 oزن )(2

مرد )(1

F56سن خود را بيان کنيد ؟
________________________________________________________________

F57نژاد خود را مشخص کنيد؟

o
 oاسیایی )(3
 oامریکای افریقایی )(6
 oومی هاوایی /سایر سواحل اقیانوس آرام )(5
 oسفید )(7
 oچند نژادی )(2
 oسایر موارد :لطفا ذکر شود________________________________________________ )(4
امریکای هندی /بومیاالسکا )(1
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F58ايا نژاد شمااسپانيايی ويا التين است؟ لطفا يک مورد را انتخاب کنيد

o
 oبلى )(2

خیر )(1

F59در کدام کشور زندگی می کنيد؟

o
 oدر جای دیگر .لطفا ذکر شود________________________________________________ )(5
در ایاالت متحده آمریکا )(4

F60در کدام اياالت زندگی می کنيد؟
________________________________________________________________

F61در کدام محل بزرگ شده ايد ؟

o
 oبیشتر در خارج از ایاالت متحده آمریکا )(5
 oبیشتر در امریکا )(3
 oفقط در امریکا )(2
در خارج از ایاالت متحده آمریکا )(4

F62اگر شما مهاجر هستيد يا پسر و دختر يک مهاجر هستيد و يا نوه يک مهاجر اصالتا به کدام کشور تعلق داريد؟
________________________________________________________________
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F63به کداميک از گروه های مهاجر کننده تعلق داريد؟

o
 oنسل دوم -به دنیا امده در داخل امریکا  ،حداقل یکی از والدین خارجی می باشد )(2
 oنسل سوم به بعد -به دنیا امده در امریکا  ،از پدر و مادری که آمریکا به دنیا آمد )(3
نسل اول -به دنیا امده در خارج از امریکا )(1
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F64پيرو کدام مذهب می باشيد ،اگر از مذهب خاصی پيروی می کنيد؟

o
 oپروتستان )(2
 oکاتالویک رومی )(3
 oمرمون )(4
 oاورتدوکس )(5
 oهندی )(6
 oیهودی )(7
 oبودایی )(8
 oکنفوسیوس )(9
 oمذهب چینایی )(10
 oكافر )(11
 oالادری گری ) ندانم گرایی )( (12
 oمذهب خاصی ندارم )(13
 oتمایل به جواب ندارم )(14
 oمورد دیگری ( لطفا ذکر کنید________________________________________________ )( (15
اسالم )(1
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F65اکر شما مسلمان هستيد ،پيرو کداميک از فرقه های زير هستيد (لطفا تمام موارد را مشخص کنيد؟

o
 oشیعه )(2
 oمورد خاصی نیست )(3
 oسایر موارد  :لطفا ذکر شود________________________________________________ )(4
سنی )(1

End of Block: Block F10
Start of Block: Block F11

F66ايا شما تا حال دين خود را عوض کرده ايد ؟

o
 oبلى )(2

خیر )(1

F67اگر شما دين خود را عوض کرده ايد ،در چه سنی شما دين خود را عوض کرده ايد؟
________________________________________________________________
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F68لطفا شرايط زندگی خود را از بابت ازدواج مشخص کنيد؟

o
 oبا همسر یا شوهر زندگی می کنم )(3
 oطالق )(2
 oبیوه )(4
 oجدا زندگی می کنم )(5
 oمجرد تا کنون ازدواج نکردم )(6
ازدواج )(1
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F69باالترين مدرک تحصيلی شما چيست؟

o
 oکالس اول )(2
 oکالس دوم )(3
 oکالس سوم )(4
 oکالس چهارم )(5
 oکالس پنجم )(6
 oکالس ششم )(7
 oکالس هفتم )(8
 oکالس هشتم )(9
 oکالس نهم )(10
 oکالس دهم )(11
 oکالس یازدهم )(12
 oکالس دوازدهم )(13
 oدیپلم از نهضت سود آموزی )(14
 oکمی از دانشگاه ،یا دورههای آموزشی زیر یک سال )(15
 oدورههای دانشگاهی بیشتر از یک سال ،بدون مدرک )(16
 oمدرک فنی ،تجاری ،یا مجوز کار )(17
 oفوق دیپلم )(18
( oمدرک کارشناسی )لیسانس یا مهندسی )(19
هیچ )(1
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o
 oدکتر پزشکی  /دندانپزشک  /داروساز  /وکیل )(21
 oمدرک دکترا( رشتههای غیر پزشکی )) (22
 oسایر موارد :لطفا ذکر شود________________________________________________ )(23
مدرک کارشناسی ارشد( فوق لیسانس )) (20

F70وضعيت شغلی خود را مشخص کنيد ؟

o
 oبیکار )(2
 oخانه دار )(3
 oدانش اموز )(4
 oبازنشسته )(5
 oنا توانی بدنی( معلول )) (6
 oسایر موارد :لطفا ذکر شود________________________________________________ )(7
شاغل )(1

237

F71در سال گذشته درامد شما قبل از ماليات در چه حدود می باشد؟

o
 oاز  ۱۰،۰۰۰تا  ۱۴،۹۹۹دالر )(2
 oاز  ۱۵،۰۰۰تا  ۱۹،۹۹۹دالر )(3
 oاز  ۲۰،۰۰۰تا  ۳۴،۹۹۹دالر )(4
 oاز  ۳۵،۰۰۰تا  ۴۹،۹۹۹دالر )(5
 oاز  ۵۰،۰۰۰تا  ۷۴،۹۹۹دالر )(6
 oاز  ۷۵،۰۰۰تا  ۹۹،۹۹۹دالر )(7
 oاز  ۱۰۰،۰۰۰تا  ۱۹۹،۰۰۰دالر )(8
 oبه باال  ۲۰۰،۰۰۰دالر )(9
از  ۰تا  ۹،۹۹۹دالر )(1

End of Block: Block F11
Start of Block: Block F12

F72ايا شما بيمه خدمات درمانی داريد ؟

o
 oبلى )(2

خیر )(1
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F73آيا تا به حال ،بر اساس تشخيص دکتر ،مبتال به سرطان ريه بودهايد؟

o
 oبلى )(2

خیر )(1

F74سالمت خود را به چه صورت ارزيابی می کنيد ؟

o
 oمعمولی )(2
 oخوب )(3
 oخیلی خوب )(4
 oعالی )(5
ضعیف )(1

End of Block: Block F12
Start of Block: Block F13

F75
پاسخ های شما ثبت گرديد  .بخاطر زمانی که گذاشتيد سپاسگزاريم.
به منظور شرکت در قرعه کشی سه کارت هديه ی  ۵۰دالری ،لطفا به صفحه ی بعد برويد .شما به صفحه ی ديگری برای وارد
کردن آدرس ايميل خود متصل خواهيد شد .در صورت برنده شدن در قرعه کشی ،با شما تماس خواهيم گرفت .
پاسخ های شما به اين نظر سنجی با آدرس ايميلی که وارد می کنيد مرتبط نخواهد بود و آدرس ايميل شما و پاسخ هايتان در دو
فايل مجزا ذخيره خواهد شد.

End of Block: Block F13
Start of Block: Block U0
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U0.2
ميں اس سوالنامے ميں حصہ لينے کے ليے تيار ہوں

o
 oنہیں )(2

جی ہاں )(1

End of Block: Block U0
Start of Block: Block U1

IU1س سروے کا مقصد تمباکو کے استعمال اور پهيپهڑوں کی اسکريننگ کے حوالے سے آپ کا نقطہ نظر جاننا ہے  .پہال
حصہ تمباکو کے استعمال کے بارے ميں ہے  .اپنے عقائد يا طرز عمل کی بنياد پر جواب ديں  .کوئی صحيح يا غلط جوابات نہيں
ہيں.

U1آپ نےاپنی پوری زندگی ميں کم از کم  100سگريٹ نوشی کی ہيں؟

o
 oجی ہاں )(2
نہیں )(1

U2کتنی بار اب آپ سگريٹ نوشی کرتے ہيں؟

o
 oکچه دنوں )(2
 oہر روز )(4

بالکل نہیں )(1

241

U3مندرجہ ذيل مصنوعات ميں سےآپ نے کيااستعمآل کيا ہے؟( صرف ايک بار)
( ايسی تمام مالحظہ کريں)
▢ سگریٹ )(1
▢ حقہ )(2
▢ سے )Snus (3
▢ الیکٹرانک سگریٹ )(4
▢ قات )(5
▢ بیدي )(6
▢ كریتیك )(7
▢ چبانے واال تمباکو )(8
▢ سگار )(9
▢ نسوار )(10
▢ سبقاریلو )(11
▢ بیري )(12
▢ بیتال نٹ )(13
▢ پائپ )(14
▢ دیگر مصنوعات ( وضاحت کریں )) (15
________________________________________________
▢ میں نے ان مصنوعات میں سے کسی کا استعمال نہیں کیا )(16

U4گزشتہ  30دنوں کے دوران ،آپ نےتمباکو کسی بهی شکل ميں استعمآل کيا ہے؟

o
 oجی ہاں )(4
نہیں )(1
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U5آپ تمباکو کتنی بار استعمال کرتے ہيں؟

o
 oایک دن میں ایک )(2
 oایک ہفتے کے چند وقت )(3
 oہفتے میں ایک بار )(4
 oدو یا  3بار ایک مہینے )(5
 oمہینے میں ایک بار )(6
 oمہینے میں ایک بار سے کم ،یا اس سے کم )(7
ایک دن ایک بار سے زیاده )(1

U6آپ نے کس عمر ميں پہلی بار باقاعدگی سے تمباکو کا استعمال شروع کيآ؟
________________________________________________________________

U7عام طور پر کيا امکان ہے کہ تمبآکؤ کا استعمال بيماری يا موت کی وجہ بن سکتا ہے؟

o
 ٪ - 80٪60 oامکان )(2
 ٪ -60٪40 oامکان )(3
 ٪ -40٪20 oامکان )(4
 oکم ٪ 20امکان )(5

کا امکان  80فیصد سے زائد )(1

End of Block: Block U1
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Start of Block: Block U2

U8تمباکو کا استعمال آپ کی صحت پرکس حد تک اثراندآذ ہو سکتا ہے؟

o
 oایک چهوٹا سا )(2
 oکسی حد تک )(3
 oبہت زیاده )(4
 oانتہائی )(5
بالکل نہیں )(1

U9تمباکو کے استعمال کے بارے ميں آپ کی مجموعی طور پر کيا رائے ہے؟

o
 oتمباکو کا استعمال برا ہے )(2
 oتمباکو کا استعمال برا نہیں اور اچها بهی نہیں ہے )(3
 oتمباکو کا استعمال اچها ہے )(4
 oتمباکو کا استعمال بہت اچها ہے )(5
مباکو کا استعمال بہت برا ہے )(1
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U10يہ آپ کے لئے کتنا اہم ہے کہ آپ تمباکو سے پرہيزکريں ؟

o
 oتهوڑا اہم )(2
 oاعتدال ضروری )(3
 oبہت اہم )(4
 oانتہائی اہم )(5

بالکل ضروری نہیں )(1

U11صفر فيصد سے %100کے پيمانے پر ،آپ کو کتنا يقين ہے کہ آپ تمباکو استعمال کرنے والے دوستوں کے ساته وقت
گز ارتےہوے  ،تمباکو کے استعمال سے پرہيز کر سکتےہيں؟

10 20 30 40 50 60 70 80 90 100

0
يقين کی ڈگری)(4

End of Block: Block U2
Start of Block: Block U3

U12تمہارے دوستوں کے درميان،کم از کم ايک صارف تمباکو استعمال کرتا ہے؟

o
 oجی ہاں )(2
نہیں )(1
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U13آپ کے خاندان کے ارکان ( شريک حيات  ،والدين  ،بهائيوں  ،بہنوں  ،بيٹوں  ،بيٹيوں ) ميں سے کم از کم  ،ايک
صارف تمباکواستعمال کر تا ہے؟

o
 oجی ہاں )(2
نہیں )(1

U14ميرے دوستوں کے مطابق تمباکو کی مصنوعات استعمال کرنا:

o
 oقدرے نامناسب )(2
 oنہ تو نامناسب نہ ہی مناسب )(3
 oقدرے مناسب )(4
 oبالکل مناسب )(5
بالکل نامناسب )(1

U15ميرے خاندان کے رکن کے مطابق تمباکو کی مصنوعات استعمال کر نا:

o
 oقدرے نامناسب )(2
 oنہ تو نامناسب نہ ہی مناسب )(3
 oقدرے مناسب )(4
 oبالکل مناسب )(5
بالکل نامناسب )(1

End of Block: Block U3
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Start of Block: Block U4

U16آپ کے گهر کے اندر تمباکو کا استعمال کرنے کے بارے ميں کيا اصول ہيں؟

o
 oتمباکو کا استعمال کرنے کی کچه جگہوں کی ا یا کچه وقت کی اجاذت ہے )(2
 oتمباکو کا استعمال کرنے کی میرے گهر کے اندر کہیں بهی اجازت نہیں ہے )(3
تمباکو استعمال کرنے کی گهر کے اندر کہیں بهی اجازت نہیں ہے )(1

U17گزشتہ  12ماه کے دوران  ،ايک ڈاکٹر يا ماہر صحت نے آپ کے تمباکو کے استعمال کے بارے ميں آپ سے پوچها ہے ؟

o
 oجی ہاں )(2
نہیں )(1

End of Block: Block U4
Start of Block: Block U5

IU2سوالنامے کا دوسرا حصہ تمباکو نوشی اور تمباکو نوشی چهوڑ نے کی کوشش کے بارے ميں ہے  .آپ کے اپنے عقائد يا
طرز عمل کی بنياد پر جواب ديں  .کوئی صحيح ہے يا غلط جوابات نہيں ہيں.

U18گزشتہ  12ماه کے دوران  ،آپ نے کتنی بار سگريٹ نوشی ايک دن يا اس سے زياده کے لئے چهوڈ دی  ،کيونکہ آپ
تمباکو نوشی چهوڑ نے کی کوشش کر رہے تهے ؟
________________________________________________________________

U19اوسطا  ،آپ ايک دن ميں کتنے سگريٹ نوشی کرتے ہيں؟
________________________________________________________________
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U20يہ کتنا امکان ہے کہ تمباکو نوشی چهوڑنے سے ،عام طور پر  ،بيماری يا موت کے امکانات کم ہو جائيں گے؟

o
 ٪ - 80٪60 oامکان )(2
 ٪ -60٪40 oامکان )(3
 ٪ -40٪20 oامکان )(4
 oکم ٪ 20امکان )(5

کا امکان  80فیصد سے زائد )(1

U21آپ کے خيآل ميں سگريٹ نوشی چهوڑ نے سے آپ کی صحت کو فائده ہو گا؟

o
 oایک چهوٹا سا )(2
 oکسی حد تک )(3
 oبہت زیاده )(4
 oانتہائی )(5
بالکل نہیں )(1
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U22تمباکو نوشی چهوڑنے کے بارے ميں مجموعی طور پر آپ کی کيا رائے ہے؟

o
 oتمباکو نوشی چهوڈنا برا ہے )(2
 oتمباکو نوشی چهوڈنا برا نہیں اور اچها نہیں ہے )(3
 oتمباکو نوشی چهوڈنا اچها ہے )(4
 oتمباکو نوشی چهوڈنا بہت اچها ہے )(5
تمباکو نوشی چهوڈنا بہت براہے )(1

U23آپ کے ليے کتا اہم ہے کہ آپ تمباکونوشی چهوڑ کرايک طويل زندگی گزاريں؟

o
 oتهوڑا اہم )(2
 oاعتدال ضروری )(3
 oبہت اہم )(4
 oانتہائی اہم )(5

بالکل ضروری نہیں )(1

U24صفر فيصد سے %100کے پيمانے پر  ،کيا آپ کو مکمل طور پر يقين ہے کہ اگلے  6ماه کے دوران آپ سگريٹ نوشی
کو ترک کرنے ميں کامياب ہو سکتے ہيں؟

10 20 30 40 50 60 70 80 90 100

0
يقين کی ڈگری)(1
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End of Block: Block U5
Start of Block: Block U6

U25تمہارے سب سے اچهےدوستوں کے درميان کم از کم ايک سابق سگرٹ نوش ہے؟

o
 oجی ہاں )(2
نہیں )(1

U26آپ کے خاندان کے ارکان ( شريک حيات  ،والدين  ،بهائيوں  ،بہنوں  ،بيٹوں  ،بيٹيوں ) ميں سے کم از کم ايک سابق
سگرٹ نوش ہے؟

o
 oجی ہاں )(2
نہیں )(1

U27ميرے دوستوں کولگتا ہے کہ تمباکو نوشی چهوڑنا:

o
 oقدرے نامناسب )(2
 oنہ تو نامناسب نہ ہی مناسب )(3
 oقدرے مناسب )(4
 oبالکل مناسب )(5
بالکل نامناسب )(1
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U28ميرے خاندان کے رکن کو لگتا ہے کہ تمباکو نوشی چهوڑنا:

o
 oقدرے نامناسب )(2
 oنہ تو نامناسب نہ ہی مناسب )(3
 oقدرے مناسب )(4
 oبالکل مناسب )(5
بالکل نامناسب )(1

U29گزشتہ  12ماه کے دوران  ،ڈاکٹر يا دوسرے صحت کے پيشہ ورنے تمباکو نوشی چهوڑنے کے بارے ميں آپ سے بات
کی ہے؟

o
 oجی ہاں )(2
نہیں )(1

U30ان طريقوں ميں سے جو آپ کو سگريٹ نوشی چهوڑنے ميں مدد کرتےہيں گزشتہ  12ماه کے دوران آپ نے کيآاستعمال
کيا ہے ؟ ( ايسی تمام چيک کريں)

▢ نیکوٹین تبدیلی  :جیسے گم  ،پیچ  ،چوسنیاں  ،سپرے  ،انہیلر )(1
▢ نسخے کے ادویات  :جیسے Chantix (2) ، Wellbutrin SR
▢ مشاورت )(3
▢ کسی کی مدد کے بغیر تمباکو نوشی چهوڑ کرنے کی کوشش کی )(5
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U31اگر آپ ايک سگرٹ نوش ہيں تو  ،آپ جاگنے کی کتنی ديربعد پہلی سگريٹ نوشی کرتے ہيں؟

o
6-30 oمنٹ کے اندر اندر )(2
31-60 oمنٹ کے اندر اندر )(3
60 oمنٹ کے )(4
5منٹ کے اندر اندر )(1

End of Block: Block U6
Start of Block: Block U7

IU3اگلے چند سواالت اسکين پهيپهڑوں کی اسکريننگ کےبارے ميں ہيں ۔اپنے علم کی بنيآد پر جواب ديں

U32آپ " لو ڈوذ کپييوٹڈ ٹومو گرافی کے بارے ميں سنا ہے؟

o
 oجی ہاں )(2
نہیں )(1

U33کيا تم نے کبهی پهيپهڑوں کے کينسر کے لئے چيک کرنے کے ليے لو ڈوذ کپييوٹڈ ٹومو گرافی کروايا ہے؟

o
 oجی ہاں )(2
نہیں )(1
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U34کتنی دير پہلے آپ نے سب سے حاليہ ) لو ڈوذ کپييوٹڈ ٹومو گرافی سکين پهيپهڑوں کے کينسر کے لئے چيک کرنے کے
ليےکروايا ہے ؟
________________________________________________________________

U35پهيپهڑوں کے کينسر کے لئےمفت اسکريننگ کی جا رہی ہؤتو آپ دلچسپی ليں گے؟

o
 oجی ہاں )(2
نہیں )(1

U36پهيپهڑوں کے کينسر کے لئے اسکريننگ پهيپهڑوں کے کينسر کے خالف حفاظت کے لئے کافی ہے.

o
 oسچ )(2

جهوٹ )(1

U37پهيپهڑوں کے کينسر کے لئے اسکريننگ محفوظ ہے ( کسی بهی خطرے کے ساته منسلک نہيں ہے) .

o
 oسچ )(2

جهوٹ )(1
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U38تمام تمباکو نوشی کرنے والوں کو ان کی عمر نظرانداذ کرکے پهيپهڑوں کے کينسر کے لئے سکرين کروانی چاہئے.

o
 oسچ )(2

جهوٹ )(1

End of Block: Block U7
Start of Block: Block U8

U39کياآپ کآ خيآل ہے کہ سی ٹی اسکين کا استعمال کرتے ہوئے پهيپهڑوں کی اسکريننگ کرانا آپ کی صحت کے يے فائده
مند ہو گا؟

o
 oتهوڈآ سا )(2
 oکسی حد تک )(3
 oبہت زیاده )(4
 oانتہائی حد تک )(5
بالکل نہیں )(1
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U40سی ٹی اسکين استعمال کرتے ہوئے پهيپهڑوں کی اسکريننگ کروانے کےبارے ميی مجموعی طور پرآپکی کيا رائے
ہے؟

o
 oاسکریننگ بری ہے )(2
 oاسکریننگ بری نہیں اور اچهی بهی نہیں ہے )(3
 oاسکریننگ اچهی ہے )(4
 oاسکریننگ بہت اچهی ہے )(5
اسکریننگ بہت بری ہے )(1

U41يہ آپ کے لئے کتنا اہم ہے کہ آپ سی ٹی اسکين کا استعمال کرتے ہوئے پهيپهڑوں کی اسکريننگ کروايں؟

o
 oتهوڑا اہم )(2
 oکچه ام )(3
 oبہت اہم )(4
 oانتہائی اہم )(5

بالکل ضروری نہیں )(1

U42صفر فيصد سے %100کے پيمانے پر ،آپ کو کتنآ يقين ہے کہ آپ سی ٹی اسکين يا پهيپهڑوں کی جانچ کے ٹيسٹ سے
گزر سکتے ہيں ؟

10 20 30 40 50 60 70 80 90 100

0
يقين کی ڈگری)(1
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End of Block: Block U8
Start of Block: Block U9

U43آپکے سب سے اچهے دوست ميں سے کم از کم ايک نے پهيپهڑوں کی اسکريننگ کروائ ہے ؟

o
 oجی ہاں )(2
نہیں )(1

U44آپ کے خاندان کے ارکان ( شريک حيات  ،والدين  ،بهائيوں  ،بہنوں  ،بيٹوں  ،بيٹيوں ) ميں سے  ،کم از کم کسی ايک
نے پهيپهڑوں کی اسکريننگ کروائ ہے ؟

o
 oجی ہاں )(2
نہیں )(1

U45ميرے دوستوں کےمطابق پهيپهڑوں کی اسکريننگ ہے:

o
 oقدرے نامناسب )(2
 oنہ تو نامناسب نہ ہی مناسب )(3
 oقدرے مناسب )(4
 oبالکل مناسب )(5
بالکل نامناسب )(1
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U46ميرے خاندان کے رکن کو لگتا پهيپهڑوں اسکريننگ کروانا:

o
 oقدرے نامناسب )(2
 oنہ تو نامناسب نہ ہی مناسب )(3
 oقدرے مناسب )(4
 oبالکل مناسب )(5
بالکل نامناسب )(1

U47گزشتہ  12ماه کے دوران  ،پهيپهڑوں کی اسکريننگ کے بارے ميں آپ سے ايک ڈاکٹر يا ماہرصحت نےبات کی ہے ؟

o
 oجی ہاں )(2
نہیں )(1

IU4اگلے چند سواالت  ،خود کی شناخت  ،اور مذہبی عقائد اور عبادات کے بارے ميں پوچهيں گے .اپنے عقائد يا طرز عمل کی
بنياد پر جواب ديں  .کوئی صحيح ہے يا غلط جوابات نہيں ہيں.

U48کون سی زبان بولتے ہيں ؟

o
 oخاندانی زبان )(2
انگریزی )(1
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U49 :اپنےطور پر آپنی شناخت کريں

o
 oخاندانی نسلی پس منظر )(2
امریکی )(1

U50اپنی شناخت کريں آپ عبادت يا دوسرے مذہبی اجالس گاہوں ميں کتنی بار شرکت کرتے ہيں؟

o
 oایک بار ایک سال یا اس سے کم )(2
 oایک سال میں چند بار )(3
 oایک مہینے میں چند بار )(4
 oہفتے میں ایک بار )(5
 oایک سے زائد بار  /ہفتہ )(6
کبهی )(1
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U51کتنی بار آپ نجی مذہبی تقريبات ميں وقت خرچ کرتے ہيں؟( مثال :نماز  ،مراقبہ يا مذہبی تعليم)

o
 oمہینےمیں چند بار )(2
 oہفتے میں ایک بار )(3
 oدو یا زیاده بار  /ہفتہ )(4
 oڈیلی )(5
 oایک دن میں ایک بار سے زیاده )(6
کبهی کبهار یا کبهی نہیں )(1

U52ميری زندگی ميں ،ميں الہی( خدا )کی موجودگی کا تجربہ.

o
 oسچ ہو نہیں جاتا )(2
 oبے یقینی کا شکار )(3
 oسچ ہو جاتا ہے )(4
 oمیرے یقینی سچ )(5

یقینی طور پر سچ نہیں )(1
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U53ميرے مذہبی عقائد زندگی کے نقطہ نظر کاحصہ ہيں.

o
 oسچ ہو نہیں جاتا )(2
 oبے یقینی کا شکار )(3
 oسچ ہو جاتا ہے )(4
 oمیرے یقینی سچ )(5

یقینی طور پر سچ نہیں )(1

U54ميں زندگی کے ديگر تمام معامالت ميں اپنے دين پرچلنے کی کوشش کرتا ہوں:

o
 oسچ ہو نہیں جاتا )(2
 oبے یقینی کا شکار )(3
 oسچ ہو جاتا ہے )(4
 oمیرے یقینی سچ )(5

یقینی طور پر سچ نہیں )(1

End of Block: Block U9
Start of Block: Block U10

IU5يہ سوالنامے کآ خری حصے ہے  .اگلے چند سواالت آپکی خصوصيات کے بارے ميں پوچهيں گے  .کوئی صحيح ہے يا
غلط جوابات نہيں ہيں ،اپنے علم کی بنياد پر جواب ديں
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U55آپ مرد ہيں يا عورت؟

o
 oخواتین )(2
مرد )(1

U56آپ کی عمر کيا ہے؟
________________________________________________________________

U57آپ کی نسل کيا ہے؟

o
 oایشیائی )(2
 oسیاه یا افریقی امریکی )(3
 oمقامی ہوائی  /دیگر پیسیفک جزیره )(4
 oوائٹ )(5
 oایک سے زیاده ریس )(6
 oدیگر( وضاحت براه مہربانی________________________________________________ )): (7
امریکی بهارتی  /االسکا آ )(1
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U58آپ هسپانوی  ،الطينی  ،يا اسپينش نصل کے ہيں ؟

o
 oجی ہاں )(2
نہیں )(1

U59کس ملک ميں آپ رہتے ہيں؟

o
 oدوسری جگہوں پر  .وضاحت براه مہربانی )(2
امریکہ میں )(1

________________________________________________

U60کس سٹيٹ ميں آپ ميں رہتے ہيں؟
________________________________________________________________

U61آپ کی پرورش کہاں ہوئ ؟

o
 oزیاده تر ایک غیر ملکی ملک میں )(2
 oزیاده تر امریکہ میں )(3
 oامریکہ میں )(4
ایک غیر ملک میں )(1
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U62آپ ايک تارکين وطن  ،ايک تارکين وطن کی بيٹا  /بيٹی  ،يا ايک تارکين وطن کے پوتے ہيں ،تو آپ  ،يا آپ کے خاندان
کس ملک سے ہيں ؟
________________________________________________________________

U63آپ کے تارکين وطن کی کس نسل سےہيں ؟

o
 oدوسری نسل ) امریکہ میں کم از کم ایک تارکین وطن والدین کی پیدائش ( )(2
 oتیسری یا اعلی نسل ) امریکی نژاد والدین کے ساته امریکہ میں پیدا ہوا( )(3
پہلی نسل ) امریکہ سے باہر پیدا ہونے والے ( )(1
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U64آپکا موجوده دين کيا ہے ؟

o
 oپروٹسٹنٹ )(2
 oرومن کیتهولک )(3
 oمورمن )(4
 oآرتهوڈوکس )(5
 oہندو مت ( ہندو )) (6
 oیہودیت( یہودی )) (7
 oبده مت( بده )) (8
 oکنفیوشس )(9
 oتاؤ مت )(10
 oالحاد )(11
 oالمعرفت )(12
 oخاص طور پر کچه بهی نہیں )(13
 oجواب دینے کے لئے ترجیح نہیں )(14
 oکچه اور ( وضاحت کریں________________________________________________ )) : (15
اسالم ( مسلم )) (1
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U65آپ ايک مسلمان ہيں ،تو کس فرقے  ،کی پيروی کرتے ہيں؟ ( ايسی تمام مالحظہ کريں)

o
 oشیعه ( شیعہ )) (2
 oخاص طور پر کچه بهی نہیں )(3
 oدیگر( وضاحت براه مہربانی________________________________________________ )): (4
سنت ( اہل سنت )) (1

End of Block: Block U10
Start of Block: Block U11

U66کيا آپ نے کبهی مذہب تبديل کيآ ہے؟

o
 oجی ہاں )(2
نہیں )(1

U67کس عمر سے آپ نےاپنا موجوده دين قبول کيا؟
________________________________________________________________
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U68آپ کی ازدواجی حيثيت کيا ہے؟

o
 oشادی کر کے رہنے والے )(2
 oطالق )(3
 oبیوه )(4
 oالگ کیا )(5
 oسنگل )(6
شادی )(1
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U69آپکی مکمل اسکول کی تعليم کی سطح کيا ہے؟

o
1st oگریڈ )(2
2nd oگریڈ )(3
3rd oگریڈ )(4
4th oگریڈ )(5
5th oگریڈ )(6
6th oگریڈ )(7
7th oگریڈ )(8
8th oگریڈ )(9
9th oگریڈ )(10
10th oگریڈ )(11
11th oگریڈ )(12
12th oگریڈ کے )(13
GED (14) o
 oکچه کالج  /تکنیکی  /تجارتی اسکول  ،لیکن کم  1سال )(15
 oکالج  /تکنیکی  /تجارتی اسکول میں سے ایک یا اس سے زیاده سال  ،کوئی ڈگری )(16
 oتکنیکی یا تجارتی ڈگری یا سرٹیفیکیشن )(17
 oایسوسی ایٹ ڈگری( مثال  AAکے لئے AS) (18) ،
 oبیچلر کی ڈگری( مثال  BAلئے BSN ) (19) ، BS ، AB ،
کوئی بهی نہیں )(1
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o
 oپیشہ ورانہ ڈگری( مثال  ، DVM ، PharmD ، DDS ، MDایل ایل بی  ،جے ڈی کے لئے )) (21
 oڈاکٹریٹ کی ڈگری ( مثال پی ایچ ڈی کے لئے EDD) (22) ،
 oدیگر( وضاحت براه مہربانی________________________________________________ )( (23
ماسٹر کی ڈگری( مثال کے MBA) (20) ، MSW ، MPH ، MS ، MA

U70آپ کی موجوده مالزمت کی حيثيت کيا ہے؟

o
 oبے روزگار )(2
 oگرہنتی )(3
 oطالب علم )(4
 oریٹائرڈ )(5
 oایک معذوری کے ساته ایک فرد )(6
 oدیگر( وضاحت براه مہربانی________________________________________________ )): (7
کام ہیں )(1
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U71گزشتہ ايک سال کے لئے  ،ٹيکس سے پہلے آپ کے کل کے گهر کی آمدنی کيا تهی؟

o
 oکے درمیان000 ، $ 10اور999 (2) ، $ 14
 oکے درمیان000 ، $ 15اور )$ 19.999 (3
 oکے درمیان000 ، $ 20اور )$ 34.999 (4
 oکے درمیان000 ، $ 35اور )$ 49.999 (5
 oکے درمیان000 ، $ 50اور )$ 74.999 (6
 oکے درمیان000 ، $ 75اور999 (7) ، $ 99
 oکے درمیان000 ، $ 100اور )$ 199.999 (8
000 ،$ 200 oیا اس سے زیاده )(9
کے درمیان  $ 0اور999 (1) ، $ 9

End of Block: Block U11
Start of Block: Block U12

U72آپ کی صحت کی انشورنس کسی بهی قسم کی ہے؟

o
 oجی ہاں )(2
نہیں )(1
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U73کيا تم نے کبهی پهيپهڑوں کے کينسر کی تشخيص کرائی ہے؟

o
 oجی ہاں )(2
نہیں )(1

U74آپ کی موجوده صحت کيسی ہے؟

o
 oٹهیک )(2
 oآچهی )(3
 oبہت اچهی )(4
 oبہترین )(5
خراب )(1

End of Block: Block U12
Start of Block: Block U13

U75آپ کے جوابات کو ريکارڈ کيا گيا ہے  .اپ کے وقت کا شکريہ .تين  $ 50تحفہ کارڈ ڈرائنگ ميں حصہ لينے کے لئے آپ
کو ڈرائنگ ميں منتخب کر رہے ہيں جيتنے کی صورت ميں آپ سے رابطہ کيا جاءے گآ براه مہربانی .ای ميل ايڈريس مہيا کريں
۔آپ کے جوابات کو ای ميل يڈرس سے نہيں منسلک کيا جاءے گا۔

End of Block: Block U13
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